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Preface 


The Membership of the Royal College of Obstetricians and Gynaecologist (MRCOG) examination 
remains one of the most internationally recognized postgraduate examinations in the specialty. 
For those training in the UK, it is an essential requirement to progress from intermediate to 
advanced training. While it is not an exit examination in the UK, it assesses quality of training 
and clinical standards hence highly regarded and popular not only in the UK but in most parts of 
the world. 

Over the years, the examination has evolved in keeping with changes in medical education. In the 
previous edition of this book, Part 2 — then the ultimate examination for the award of MRCOG — 
consisted of true and false multiple-choice questions, extended matching questions (EMQs), short 
answer questions and an oral examination popularly referred to as the OSCE. In the intervening 
years, the MRCOG Part 2 has rightly been uncoupled into Parts 2 and 3. The Part 2 examination 
has also itself changed and now consists of two papers made up of Single Best Answer (SBA) 
questions and EMQs; the new Part 3 consists of 14 tasks, each assessing one of the 14 core modules 
in the curriculum. 

An important part of training and preparing for the ultimate role of a senior physician in the 
specialty is that of sifting the plethora of material that is readily available to identify the best 
evidence that would underlie any good clinical practice. This is the basis for the MRCOG 
examination being driven by evidence — all the questions in the exams have to be supported by 
robust and defendable evidence. This means examiners and trainers must use the best evidence for 
setting questions and preparing for exams. This is a welcome and very positive direction of travel 
and one that must be applauded. 

In revising this book, I recognize that one of the unmet needs of trainees is a book that provides 
enough material to guide their preparations and provide some reality check to the standards of the 
examination. This book provides precisely that. It is a combination of two books in one — the first 
part consists of 400 SBA questions (200 in Obstetrics and 200 in Gynaecology) and the second part 
consists of 400 EMQs (200 in Obstetrics and 200 in Gynaecology). I have grouped these into papers, 
so that by the time you have finished working through this book, you will have had the ‘experience’ 
of at least four diets of the examination. 

In this edition, I have kept the concepts of the last edition, once again giving general advice on 
how to prepare for the exams and also discussing the reasons why trainees fail the examination. 
I must state here that the contents of the book, including the statements and interpretation of 
evidence, are personal and I accept responsibility for inaccuracies and mistakes. It is important that 
you verify whatever information is given in this book and also accept that there will be errors — 
some of which will be glaring omissions and others the result of misinterpretation on my part. 

I hope that this book is useful not only to trainees but also to trainers and examiners who 
will find the content useful in guiding trainees and in helping them generate good questions for 
examinations. 
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This has been one of the most difficult tasks to undertake, probably because I am getting older 
or because I set myself very high standards and struggled to meet them. All of this would not have 
been possible without the amazing support I have had from my family. They have endured hours 
and hours on end of me sitting in front of the computer at home and tapping on keys. I am sure 
that finally closing this chapter will be a welcome to them. Thank you, Mrs. Joan Kila Konje, for 
not only being an adorable and best wife but also for being very understanding, encouraging and 
not losing your cool too often. Thanks to my wonderful kids — Dr. Swiri Konje, Monique Konje 
and Justin Jr. Konje — for bearing with your dad and not complaining too much about ignoring you 
and not being in touch too often. I could not have wished for better children. I am truly blessed. 
Iam most grateful to God, my creator and our Almighty Father in Heaven for giving me belief and 
patience. This would not have been possible without His blessings. Finally, I would like to thank the 
publisher for being so patient with me. 

Visit emedicalcourses.com for additional supporting material. 


Justin C. Konje 
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Introduction 


Preparing for the Part 2 examination 


The MRCOG Part 2 examination is sat by trainees not only in the UK but all over the world. 
The standards of the examination are, however, based on UK practice. Ideally, this examination 
should not be attempted unless the examinee has completed at least four years in the specialty. 
There will be exceptional circumstances where candidates may be allowed to sit for the examina- 
tion earlier. An ideal preparation for the examination should include: 


1. 


2. 
3 


Completion of the minimum clinical requirements as defined in the RCOG structured training 
programme. 

Being signed off by the trainer and also having approval from the RCOG to sit the examination. 
Completing all the mandatory modules in the curriculum, including family planning. 


Additionally, it is highly recommended that the following reading material is covered: 


1. 


All the RCOG ‘Green-top’ Guidelines, including those that the RCOG have written with other 
societies such as the Royal College of Radiologists, the Faculty of Sexual and Reproductive 
Health, and the British Association of Sexual Health and HIV (BASH) (https://www.rcog.org. 
uk/guidelines). 

Relevant guidelines from NICE, SIGN, BSCCP, International Society for the Study of Vulvar 
Disorders, International Urogynaecological Association/International Continence Society, 
ESHRE, BFS, BMFM, RCCH, FIGO classification/staging of gynaecological cancers and 
abnormal vaginal bleeding, etc. 

The Obstetrician and Gynaecologist — including their freely available Single Best 
Answer (SBA) questions online (https://elearning.rcog.org.uk/tutorials/exam-preparation/ 
sba-questions-obstetrician-gynaecologist/tog-online-sba-resource). 

STRATOG (https://elearning.rcog.org.uk/). 

MBRRACE (Mothers and Babies, Reducing Risk through Audit and Confidential Enquiries): 
these are published yearly and cumulatively (i.e. every three years) (https://www.npeu.ox.ac. 
uk/mbrrace-uk). 

Journals — BJOG, BMJ, Lancet, NEJM, JAMA, AJOG, and ‘The Green Journal’ (Obstetrics & 
Gynaecology) — from these journals, systematic reviews and standard review articles would be 
the preferred articles to read. 


In the past, textbooks in obstetrics and gynaecology have been considered the gold standard for 
those preparing for the exams, but now, in the era of evidence-based practice and up-to-date ques- 
tions, many textbooks have often become outdated by the time they are published. However, most 
of these books contain valid evidence that has stood the test of time, including clinical anatomy 
and physiology, biochemistry, pathogenesis of diseases, surgical techniques, and complications of 
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surgery. I would therefore recommend that you identify a standard textbook as a reference and one 
that will complement your reading of the RCOG education material. 

Finally, I strongly recommend that you consider identifying a revision course to attend. It is 
most likely that a good course will focus your preparation and also provide insights of your weak- 
nesses. It is best to do this 2-3 months before the exams. Some candidates prefer to attend a course 
6-9 months before the exams, but, in that case, there is the danger of burning out as you prepare for 
the exam over a very long period of time. 

In this day of technology, there are several electronic sources for candidates. A word of caution — 
be careful about where you base your preparations on. The only reliable and perhaps well-vetted 
site is that of the RCOG. Other sites are based on individual opinions and do not necessarily reflect 
those of the RCOG. 

Finally, the patient is the best teacher for your exams. A busy clinical job exposes you to many 
teaching opportunities, and you must take advantage of them. Every patient you encounter/see in 
the clinic, on the wards, delivery suite (labour ward), or in the theatres is a potential Extended 
Matching Question (EMQ) or an SBA. Examiners — including myself — commonly use our clinics 
or patient encounters to set these questions. To make the best of these learning opportunities, work 
with your clinical/education leads and senior trainees, especially those who have recently been suc- 
cessful at the exams. Every unit also has mandatory training sessions — ensure that you see each of 
them as an opportunity to cover an area of the curriculum for the exams. 


Why do candidates fail the examination? 


It is a fact that most candidates sitting for the MRCOG Part 2 examination are most widely read. 
However, there is a difference between reading and understanding and applying the knowledge to 
questions. Most failures are due to: 


1. Failure to understand the question. It is not uncommon for candidates to misread questions, 
skip a word, or make an assumption about the context of the question. For example, you may 
read ‘the least likely’ as ‘the likely’ or ‘the most unlikely‘ as the ‘the most likely’. 

2. The phenomenon of ‘déja vi’ — the questions look familiar and therefore the answers have to 
be the ones I have worked on before. Unfortunately, the only reliable source of questions is the 
RCOG and the examination paper. All those who profess to have access to the questions or 
market themselves as having an examination question bank are preying on the vulnerability of 
candidates. 

3. Poor preparation — lack of knowledge. Any candidate who undertakes the examination and yet 
fails to read the material identified as essential for the exams does not deserve sympathy from 
anyone. Much of the material is available on various websites and is free! You therefore do 
not have an excuse for sitting for the exams without knowing the necessary guidelines. 

4. Poor understanding and misinterpretation of questions: unfortunately, the exams are in English 
and you need to have a good grasp of English to be able to pass. This should not be a problem 
for UK graduates and those working in the UK, but those sitting the exams from overseas, 
especially where English is not a commonly spoken language, may struggle with some of the 
expressions used. For such candidates, the key to passing is working with colleagues who have 
a better grasp of the language and also working through sample questions. 

5. Poor time management — over the years, I have seen candidates fail to complete the exami- 
nation papers. They spend so much time on the EMQ paper that they have little time for the 
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SBA paper. The EMQ component of the exams makes up 60% of the total marks, and there- 
fore, you should also spend 60% of the total time on the EMQs and 40% on the SBAs. 

6. Failure to follow instructions: although this is uncommon, from time to time, candidates fail 
because they have not followed simple examination instructions, e.g. on completing the answer 
sheets. Be very vigilant and ensure that you mark the answer on the sheet that corresponds to 
the question. 


How to fail the examination 


I do not expect that any examinee will work through this section with the desire to operationalize 
it, but rather, I hope that it will summarize the preceding section in order to help candidates avoid 
the most common errors that are made in the exams. (If, however, an examinee is determined to fail 
the exams, then this would be very useful.) 


1. Avoid reading the educational material provided by the RCOG — Green-top and NICE 
Guidelines, TOG, STRATOG, etc. and do not make an attempt to look at the sample questions 
provided by the RCOG. 

2. Delay reading the guidelines until the last few days before the examination and instead focus 

on textbooks. 

Avoid busy clinical postings and spend more time working on materials available online. 

4. Look for sources that provide crash courses on the MRCOG and work through their material. 

5. Make no attempt to work through past questions or questions from a course or a reasonable 
source/author. 


me 


How to answer Extended Matching Questions 


The EMQs component of the examination is made up of 100 questions (50 in obstetrics and 50 in 
gynaecology). Extended Matching Questions should not be considered as simple true-and-false 
answer questions. It is important for candidates to recognize that several of the options given in the 
list could be correct answers to the particular question; the issue is which of them is the best or most 
suitable or most appropriate. 

In answering EMQs, you should avoid looking at the option list unless you have absolutely no 
clue as to what the question is all about. A logical approach to answering an EMQ is as follows: 


1. First, read the instructions (sometimes referred to as the introduction statement) for the ques- 
tions. This will enable you to precisely focus on the task that you are given. In some cases, 
these instructions may give you a clue about the theme under which the questions will fall. 

2. Read the clinical scenarios or vignettes and decide what you feel is the correct answer, before 
looking at the option list. It may be wise to consider more than one option but make sure that 
you have an order (i.e. first, second, and third if possible). However, this is only applicable in 
cases where the first option is not in the list of options. In the exams, I would recommend that 
you write this/these options against the vignette and later refer to this when you must look at the 
option list. The option list should be arranged alphabetically to make it easier for the candidates 
to know where to look for their chosen option. 

3. You should repeat (1) and (2) above for each of the vignettes/scenarios. 

4. Finally, you should look at the list of options and match your chosen option with those on 
the list. 
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5. If your options are not on the list, you should look for the one closest to your option. 
Narrowing your answer is an art that you must learn to master. Some clues to this are pro- 
vided in (7). 

6. If none of the options in the list is close to yours, you should start the process of elimination. 
It is likely that, of the 10—25 options you may have for each question, not more than 5—6 will be 
applicable to the particular scenario or vignette. The only problem with this approach is time 
constraints. 

7. For the questions where you are struggling, you will need to guess. The first step in this process 
is to narrow down the options. You should initially look at all the information on offer. Use 
the pointers offered in the vignettes to narrow down the potential answers and return to the 
modified list for further, more refined thinking. Similarly, do not be caught by the distracters 
slipped into statements and/or options. The difficulty with this approach is time — you only 
have limited time per question. You should therefore not do this until you have finished all the 
questions whose answers are quite obvious to you. 


How to answer Single Best Answer questions 


The ‘Single Best Answer’ (SBA) paper consists of 100 questions (50 questions on obstetrics and 
50 on gynaecology). It is ‘Single Best Answer’ because it is not unusual for more than one answer 
to be correct. However, the candidate must decide which of the correct answers is the best. Each 
question has a stem (or lead-in statement or instructions) followed by five options numbered A, B, 
C, D, and E. Ideally, the options should appear in alphabetical order for two main reasons: to mini- 
mize guessing (the person setting the question is most likely to have provided the correct answer 
first, so rearranging these into alphabetical order will prevent test-wise candidates making useful 
guesses based on that alone) and to help guide the knowledgeable candidate in looking for the cor- 
rect answer. 

The SBA part of the exam, by and large, assesses factual knowledge, recall of facts, and time 
management. Although guessing is discouraged, all examinees should attempt all questions, as 
there is no negative marking. The best preparation for this part of the examination is for the candi- 
date to read as widely as possible, ensuring that most of the sections in the curriculum that could 
be assessed by SBAs are covered. Furthermore, it is advisable that greater emphasis is placed on 
understanding basic principles and concepts than on memorizing. Finally, it is always beneficial 
to have a partner with whom to discuss questions and work through examples from a good source 
such as textbooks. 

At the examination itself, you should answer the question using your first impression or instinct. 
Candidates who change answers often do so at their own peril. Overthinking about a question is 
fraught with the danger of getting it wrong. In the examination, you should first deal with the ques- 
tions that you can answer confidently. Only after this is completed, should you go through the ones 
you are unsure of. Leave the ones you have absolutely no clue on last; this is where your ability to 
guess comes in. 

In answering the questions, particular attention has to be paid to certain words in the questions. 
Understanding these would help with your guesses. The table below shows some of the keywords 
used in SBAs and their meanings. 
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Keyword Meaning 

Never/exclusively/always There are no exceptions 

Could/possibly/may May apply under certain circumstances 
Essential feature Required to confirm diagnosis 
Occurs/recognized feature/recognized A reported occurrence irrespective of frequency 
association 

Characteristic/frequently/likely Implies a frequency greater than 50% 
Pathognomonic Specific to a particular disease/condition 


It should now be possible to apply your understanding of these words to the various questions espe- 
cially those where you have to guess. Below is some guidance on how to use these words in arriving 
at possible correct answers where you are unsure or have no clues. 


© Questions which include ‘never, always, exclusively’ are generally false (but be careful as 
there are exceptions). 

© Questions which include the keywords ‘could, possible, may’ are often true (again beware of 
the exceptions). 

® Statistics - When questions have exact statistic, they are more likely to be wrong (different 
studies produce different figures). This does not apply to statistics given as >...% or <...%, 
approximately, estimates, or as a range. 


Both candidates and some clinical leads/education leads often confuse SBA questions with 
True-and-False answer questions. In this type of question, it is not about being correct or wrong; 
it is about which of the answers is the best. A good SBA question should have at least two pos- 
sible correct answers, although this is often not easy to generate. The candidate’s task is there- 
fore to select what is not only a good answer but also the best answer from the given options. 
One answer is always better than the others. Therefore, it is critical that you read through all 
the options before making your choice. Remember, you do not get any points for selecting the 
second-best answer. If the choice you want to select seems (only) partially correct, then it is 
entirely wrong. On many occasions, the correct answer usually occurs to the reader after read- 
ing the stem. 

In setting questions, most experts would have been schooled on what to avoid and what to include 
to increase in-depth thinking by examinees before selecting the correct option. While this is the case 
most of the time, it is inevitable that some of the questions will still enable the test-wise candidates 
to second-guess the correct answers. In the next paragraphs, some clues are provided to examinees 
on how to improve the chances of getting questions right when you are either clueless or unsure. 

Examiners tend to include statements/phrases in questions/answers in an attempt to divert the 
examinees’ attention from the correct answer or from the main thrust of the question. These are 
commonly referred to as distractors. Their purpose is to ‘distract’ — i.e. to get you to pick them 
rather than the best answer. Each distractor is most likely to be selected by one or more candidates; 
otherwise, they would not be included as an option. It is likely that every option may fool someone 
and you must make sure that you are not that person. Why should these be included in questions? 


INTRODUCTION 


Remember that this is a clinical examination often reflecting clinical scenarios. For example, it is 
not uncommon to see a patient in the clinic or as an emergency and be ‘distracted’ by a symptom or 
sign that on occasions leads to the wrong diagnosis. 

In general, most distractors in the options would seem plausible and few will stand out as obvi- 
ously incorrect. Some may indeed be partially correct answers but not necessarily the best answer. 
Some of the reasons why candidates easily select distractors include misconceptions, incomplete 
knowledge, and faulty reasoning. 

Where you are clueless or uncertain, apply the following tips to your choice of answers. 


1. Grammatical cues: Where one or more distractors do not follow grammatically from the stem 
(i.e. the stem and some distractors are not congruous). For example, a stem ends in ‘an’ and 
only some options begin with a vowel or the stem points to the answer. 

2. Word repeats: Where the same word or phrase is included in both the stem and the correct 
answer. This gives away the answer. 

3. Absolute terms: When terms such as ‘always’ and ‘never’ are used, they are rarely correct. 
Vaguer terms such as ‘may’ or ‘could’ are much more likely to be correct. 

4. Logical cues: Where a group of options is logically exhaustive, indicating that the answer is 
one of the groups, for example, including three options: ‘greater than’, ‘same as’, and ‘less than’ 
in a five-option question. You will also not find logically exhaustive options when one of the 
options is nonsensical. 

5. Convergence strategy: The correct answer can be ‘worked out’ as it has most in common with 
other options (i.e. the correct answer includes most of the elements in common with the other 
options). This is much more subtle but common. 

6. Long correct answers: One option is obviously longer than the others. Efforts are made to 
ensure that the correct answer is longer, more specific, or more complex than the other options. 

7. Word association links: Here, the correct answer can be arrived at by simple word associa- 
tion without a deeper understanding of the topic. For example, ‘female genital mutilation’ and 
‘post-traumatic stress’ can be associated. However, in a diagnostic stem about a female genital 
mutilation, the correct answer may well be some other condition. 


A simple approach to answering SBA questions will consist of the following: 


1. Read the stem and ensure that you have a thorough understanding of the ask (i.e. what is being 
asked by the question?). 

2. Three scenarios are likely after you have read the stem/question: 

a. The answer is obvious and you do not have to look at the options to decide. 

b. You have an idea of what the answer ought to be but are unsure (in this case, care must be 
taken of the distractors). 

c. You are completely lost (i.e. do not know the answer and have no clue). 

3. If you know the answer and it is in the options, select that and DO NOT change your mind. 
The more you rationalize the answer, the more likely you are going to change your mind and 
get it wrong. This is more likely when you start extrapolating the information given to every 
possible scenario. 

4. When you are unsure of the answer but have two options, it may be worthwhile identifying 
these options and coming back after you have attempted other questions. It is not uncommon 
for one or more questions to trigger your memory and help refine the answer to a previous 
question. 
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5. Inthe questions where you have absolutely no clue, then apply the suggestions above on how to 
guess. Look carefully at the words, and then work through the seven tips. It is usually possible 
to eliminate most of the options by the time you have scrutinized them using these tips. 


For examiners/trainers, when setting questions, it is useful to follow basic principles: 


1. Options should be homogenous — for example, if the answers are related to laboratory results, 
all options should be about laboratory results and not a mixture of therapy and laboratory 
results. 

2. There must be a difference between the right answer and the incorrect ones, including the 
distractors, to allow the examinees to make the distinction. For example, in the case of esti- 
mating the proportion of patients or sample with a condition, the option should be an obvious 
difference — for example, 5% rather than, say, 0.5% or 1% (where the answer is in percentages). 

3. There should be no hints as to the right answer in either the question (the stem) or in the options 
list. 

4. All the options should ideally be plausible — in good questions, it is not unusual to find that all 
the options are plausible. 
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SBA Questions 


SBA Obstetrics: Paper I 


1. 


You see a 20-year-old G1P0 with a diagnosis of genital herpes in pregnancy. What is the 

gestational age at which a primary infection occurs that the risk of transmission to the 

baby is greatest? 

First trimester (8-13 weeks) 

Second trimester (14-22 weeks) 

Second trimester (23—28 weeks) 

Third trimester (29-34 weeks) 

Third trimester (34—40 weeks) 

Midi admit a woman at 40 weeks of gestation in labour with confirmed genital herpes. 

This is thought to be a primary infection. She is offered an emergency CS that she refuses. 

How will you manage this patient? 

Administer herpes immunoglobulin to the mother and baby after birth 

Administer herpes immunoglobulin to the baby after birth 

Allow vaginal delivery and offer baby prophylactic aciclovir 

Commence her on intravenous aciclovir and also offer the neonate intravenous aciclovir 

Commence her on oral aciclovir and offer the same for the baby after delivery 

at elective caesarean section is being performed on a 30-year-old Rhesus D negative 

pregnant woman at 37 weeks of gestation for placenta praevia (major). Arrangements 

were made and she is receiving intraoperative cell salvage (ICS) transfusion. What would 

be the plan with regard to Rhesus D prophylaxis in this woman assuming the baby’s 

blood group is unknown? 

A. Administer 500 IU anti-D Ig and then take a sample of maternal blood 30-45 min after 
intraoperative cell salvage (ICS) infusion 

B. Administer 750 IU anti-D Ig and then take a sample of maternal blood 30—45 min after 
ICS infusion 

C. Administer 1500 IU anti-D Ig and then take a sample of maternal blood 30—45 min after 
ICS infusion 

D. Administer 2000 IU anti-D Ig and then take a sample of maternal blood 30—45 min after 
ICS infusion 

E. Take a maternal blood sample for the estimation of feto-maternal haemorrhage 30—45 min 
after the reinfusion before administering anti-D and also send cord blood for baby’s blood 
group determination 

What is the recommended regimen for anti-D prophylaxis for a 26-year-old Rhesus D 

negative woman who is not sensitized? 

A. 500 IU Ig at 28 weeks of gestation 

B. 500 IU Ig anti-D at 34 weeks of gestation 
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C. 1000 IU Ig anti-D at 28 weeks gestation 

D. 1500 IU Ig anti-D at 28 weeks gestation 

E. 1500 IU Ig anti-D at 28 and 34 weeks of gestation 

A 20-year-old RhD negative woman presents with bleeding at 11 weeks of gestation. 
When will you consider administering anti-D Ig prophylaxis to this woman? 

A. She goes on to have a complete miscarriage 

B. The bleeding is heavy but is stopping 

C. The bleeding is repetitive or associated with pain 

D. The bleeding is small and painless 

E. If this is a threatened miscarriage and the bleeding is stopping 

A 28-year-old primigravida was admitted with an undiagnosed breech and opted to try 
for a vaginal delivery after counselling. What is the best indication that a cephalic-pelvic 
disproportion is unlikely to happen? 

A. Aclinically adequate pelvis 

B. Anestimated fetal weight that is less than 3800 g 

C. A frank breech presentation 

D. Good progress to full dilatation 

E. Simultaneous easy passage of the fetal thighs and trunk through the pelvis 

You have been called to the delivery of a 30-year-old primigravida who is pushing. 
The baby is in the breech position. The midwife is conducting the breech delivery and the 
head of the baby is trapped behind the cervix, which is only 8 cm dilated. What action 
will you take to deliver the head? 

Apply a forceps 

Apply Burns-Marshall technique 

Apply Mauriceau—Smellie—Veit manoeuvre 

Incise the cervix at 3 and 7 o’ clock positions 

. Symphysiotomy 

You have counselled a 30-year-old primigravida at 35 weeks of gestation with a breech 
presentation, and she agrees to an external cephalic version. You have scheduled this 
procedure at 36 weeks of gestation. What success rate will you give this woman? 

A. 30%-37% 
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B. 38%-45% 
C. 46%-55% 
D. 56%-64% 
E. 65%-70% 


In the conduct of a breech vaginal delivery, what manoeuvre should be used in delivering 
the arms? 

A. Bracht manoeuvre 

B. Burns-Marshall technique 

C. Gentle traction on the arms 

D. Lovset’s manoeuvre 

E. Mauriceau-Smellie—Veit manoeuvre 

A school teacher who is 10 weeks pregnant reports contact with one of her pupils who has 
chickenpox. When would you say this child was infectious? 

A. 24h after the rash appeared and for 6 days after it appeared 

B. 24h before the rash appeared and up to a week after it appeared 
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12. 


13. 


14. 


15. 


C. 24h before the rash appeared and until it crusted (usually after 5 days) 

D. 48h before the rash appeared and up to a week after it appeared 

E. 48h before the rash appeared and until it crusted (usually after 5 days) 

What advice would you give a 20-year-old woman from Nigeria at her booking visit at 
12 weeks of gestation who has a history of not having had chickenpox in the past? 

A. To avoid contacts with anyone with chickenpox 

B. To contact her GP if she has a rash 

C. Reassure her as she is likely to have had the infection without knowing about it 

D. To undertake serum screening for VZV immunoglobulin G (IgG) 

E. To immediately inform a healthcare worker of a potential exposure to chickenpox 

A pregnant woman in her 24th week of gestation reports contact with a friend who pre- 
viously has shingles/herpes zoster. What type of shingles poses the greatest risk to this 
woman if she is susceptible? 

Cervical shingles 

Lumbar shingles 

Lumbosacral shingles 

Ophthalmic shingles 

Thoracic shingles 

A 29-year-old G3P1 delivered a full-term male infant 3 days after she developed a chick- 
enpox rash. She was commenced on oral aciclovir soon after the rash appeared. How will 
you manage the baby? 

Advise against breastfeeding for 4 days 

Administer VZIG IgG to the baby 

Administer VZIG IgG to the baby with or without oral aciclovir 

Educate the mother on the warning signs of varicella infection in the neonate and discharge 
Offer the baby oral aciclovir for 1 week 
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You are running an antenatal clinic for women with epilepsy with a neurologist and a 

midwife. You are counselling a patient about the risk of epilepsy in pregnancy and the 

importance of complying with the medications. What is the strongest risk factor for sud- 

den unexpected death in epilepsy? 

Failure to comply with medication 

Sudden discontinuation of medication 

Tonic-clonic seizures with the patient asleep 

Uncontrolled tonic-clonic seizures 

Very frequent and repeated seizures 

What advice should be given to a 26-year-old woman suffering from epilepsy that has 

been well controlled (with no seizures for the past 2 years) on sodium valproate who has 

attended for pre-conception counselling? 

A. Change anti-epileptic drugs (AED) to lamotrigine to control seizures and commence on 
folic acid 5 mg/day 

B. Change AED to lamotrigine to control seizures and commence on folic acid 5 mg/day for 
3 months prior to pregnancy 

C. Change AED to the lowest effective and least teratogenic AED dose and commence on 
folic acid 5 mg/day for at least 3 months before pregnancy 

D. Reduce the dose of sodium valproate to the lowest effective one and commence on folic 
acid 5 mg/day for at least 3 months prior to conception 
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E. Stop sodium valproate and commence on folic acid 5 mg/day for at least 3 months prior to 
conception 

A 26-year-old woman was admitted into the obstetrics unit at 20 weeks of gestation feel- 

ing generally unwell and with diarrhoea. She was being treated as a case of gastroenteri- 

tis. She failed to respond to treatment on admission and on the third day deteriorated 

rapidly and died. A post-mortem showed that she had died from sepsis. What has been 

identified as the most common aspect of substandard care in the management of preg- 

nant women with sepsis that results in severe morbidity or mortality? 

Delay in instituting appropriate antibiotic therapy 

Failure to institute appropriate antibiotic therapy 

Failure to institute appropriate resuscitative measures 

Failure of recognition of signs of sepsis 

Failure of recognition of symptoms of sepsis 

A woman died from genital sepsis that occurred at 30 weeks of gestation. What is the 

most common site of infection associated with septic shock in pregnancy? 

A. Ascending genital tract 

B. Gastrointestinal 

C. Pharyngeal 

D. Pulmonary 

E. Urinary tract 

A 26-year-old pregnant woman presents with very severe constant abdominal pain of 

3 days duration at 30 weeks of gestation. She is examined and found to have abdominal 

tenderness. There are no specific localized signs. She is tachycardic, but her blood pressure 

is normal. The uterus is irritable, but the fetal heart is normal on cardiotocography (CTG). 

Urinalysis is negative for protein, glucose, and nitrites. She is administered pain killers, but 

the pain has remained unchanged after 24 h. What is the most likely cause of the pain? 
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A. Degenerating uterine fibroids 

B. Genital tract sepsis 

C. Ovarian torsion/haemorrhage 

D. Placental abruption 

E. Pyelonephritis 

What recommendation does NICE make about measuring the fetal heart rate in labour? 

A. That CTGs should be discontinued after 30 min where it has been normal 

B. That CTGs should be performed on all women in suspected or established labour 

C. That CTGs should be discontinued once they have been confirmed to be normal 

D. That intermittent auscultation of the fetal heart should occur every 10-15 min 

E. To record accelerations and decelerations if heard 

The midwife is admitting a woman into the alongside midwifery unit in your maternity 

hospital. What feature in her initial assessment will warrant a transfer of this low-risk 

woman to an obstetric unit? 

A. A pulse of over 110 beats/min on two occasions 30 min apart 

B. A single diastolic reading of 100 mmHg or more or raised systolic BP of 150 mmHg or more 

C. Either raised diastolic BP of 90 mmHg or more or raised systolic BP of 140 mmHg or 
more on 2 consecutive readings taken 30 min apart 

D. Rupture of fetal membranes 12 h before onset of established labour 

E. The presence of single strands of meconium 
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You have admitted a primigravida at 41 weeks of gestation contracting regularly for the 

past 3 h. Fetal membranes are intact. This has been an uncomplicated pregnancy. What is 

the recommendation for monitoring the fetal heart rate as part of the initial assessment? 

A. Auscultate the fetal heart at the first contact with the woman in labour and at each further 
assessment 

B. Auscultate the fetal heart for a minimum of 30 s immediately after a contraction and 
record it as a single rate (record for at least 1 min) 

C. Give the woman the option of having a continuous or intermittent monitoring of the fetal 
heart 

D. Palpate the maternal pulse to differentiate between the maternal and fetal heart if the fetal 
heart rate is at a rate similar to maternal heart rate 

E. Performa CTG on admission as low-risk women in suspected or established labour to first 
establish a normal heart rate 

A low-risk woman was admitted into the alongside midwifery unit in spontaneous 

labour at 42 weeks of gestation. She ruptured her membranes spontaneously at 6 cm 

dilatation, and there was liquor containing lumps of meconium. She was therefore 

transferred to the obstetrics unit. What precautions should be taken with this woman’s 

labour and birth? 

A. At6cm, a fetal blood sampling should be performed 

B. Ensure availability of a healthcare worker trained in advanced neonatal life support at the 
time of birth 

C. Ensure the availability of at least a specialist trainee (year 2) during the time of delivery 

D. Ensure that she receives an epidural for pain relief 

E. Ensure that the consultant obstetrician is informed about the labour and delivery 

A 25-year-old woman presents with absent fetal movements for 24 h. What would be the 

best method of diagnosing an intrauterine fetal death (IUFD) in this woman? 

A cardiotocography showing an absent fetal heartbeat 

Auscultation of the fetal heart with a sonicaid 

Doppler ultrasound scan 

Real-time ultrasound scan 

Real-time ultrasound with colour Doppler 

A 27-year-old woman who is known to be a group B haemolytic Streptococcus carrier 

has been diagnosed with an intrauterine fetal death at 34 weeks of gestation. She is being 

induced with prostaglandins and mifepristone. What management would you recom- 

mend for her group B haemolytic Streptococcus carrier status? 
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A. Antibiotics as soon as possible (i.e. at the time of induction of labour) 
B. Antibiotics post delivery 

C. Antibiotics when she ruptures her membranes 

D. Intrapartum antibiotics with onset of contractions 

E. No antibiotics are indicated 


The midwife referred an unaccompanied 30-year-old primigravida at 36 weeks of gesta- 
tion because she could not hear the fetal heart with a sonicaid in the community. You 
have seen the patient and diagnosed an intrauterine fetal death. What would be the next 
step in her management? 

A. Discuss the management options for delivering the baby 

B. Offer investigations 
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C. 
D. 
E. 


Offer to call her partner or relative or friend 
Offer written information to supplement discussion 
Give her time to come to terms with the diagnosis 


What will make you classify a 26-year-old female haemophilia carrier as obligate? 


A. 
B. 


C. 


D. 


E. 


F 


Her father is a carrier 

Her father is affected or she has a son who is a carrier and an affected relative in the pater- 
nal line 

Her father is affected or she has an affected son and an affected relative in the maternal 
line 

Her father is a carrier or she has an affected son and an affected relative in the paternal 
line 

She has an affected son 

She has an affected son and her father is a carrier 


You see a 23-year-old woman and her 29-year-old partner who has haemophilia A. 
There is uncertainty as to the severity of his haemophilia. What is the main difference 
between the severe and the mild/moderate forms of haemophilia with regard to clinical 


manifestations? 

A. All bleed into joints and muscles, but those with the mild/moderate forms respond better 
to tranexamic acid treatment 

B. All bleed spontaneously into joints and muscles, but those with the severe forms respond 
poorly to correction of factor levels 

C. Those with severe haemophilia bleed easily when traumatized compared to those with 
mild and moderate forms 

D. Those with severe haemophilia bleed spontaneously into muscles and joints, while those 
with the mild/moderate forms may bleed following trauma or invasive procedures 

E. Those with severe haemophilia also have low platelet count and bleed when traumatized 


while those with mild/moderate forms have normal platelet count and do not bleed in 
general, unless factor levels are very low 


A 26-year-old woman attends with her partner who has severe haemophilia A. She is 
now 7 weeks pregnant. What advice should they be given? 


A. 
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Measure maternal factor VIII levels and then offer invasive testing for prenatal diagnosis 
after 10+° weeks of gestation 

Offer amniocentesis for prenatal diagnosis from 15 weeks 

Offer chorionic villus sampling (CVS) for prenatal diagnosis at 11-13*° weeks of gestation 
Offer fetal sexing by free fetal DNA analysis from 9 weeks of gestation 

Offer fetal sexing by ultrasound scan at 12-14 weeks of gestation 


A 22-year-old woman visits for her routine anomaly ultrasound scan at 20 weeks and 
informs the team that her partner has severe haemophilia B. The detailed scan is nor- 
mal, and she is informed that the fetus is a male. What advice should be offered to this 


woman? 

A. Planned elective CS at 39 weeks of gestation 

B. Prenatal diagnosis by means of amniocentesis as soon as possible 
C. Prenatal diagnosis by means of amniocentesis in the third trimester 
D. Prenatal diagnosis by means of cordocentesis (fetal blood sampling) 
E. Reassurance and support during the pregnancy 
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Approximately what proportion of twin pregnancies in the UK are monochorionic? 
A. 10% 


B. 15% 
C. 20% 
D. 25% 
E. 30% 


It is well recognized that monochorionic monoamniotic twin pregnancies have a higher 
perinatal loss rate than monochorionic diamniotic twin pregnancies. What gestations 
carry the greatest risk of perinatal loss? 

Between 22 and 26 weeks of gestation 

Before 24 weeks of gestation 

Between 24 and 28 weeks of gestation 

Between 26 and 32 weeks of gestation 

Between 32 and 34 weeks of gestation 

What type of vascular anastomoses in monochorionic twin pregnancies is most com- 
monly associated with twin-to-twin transfusion syndrome (TTTS)? 
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A. Bidirectional vascular anastomoses 

B. Unilateral artery-artery anastomoses 

C. Unilateral artery-vein anastomoses 

D. Unilateral vein-artery anastomoses 

E. Unilateral vein-vein anastomoses 

At what gestational age is TTTS most likely to develop in monochorionic twin pregnancies? 
A. 14 weeks 


B. 16 weeks 
C. 18 weeks 
D. 20 weeks 
E. 22 weeks 


A 20-year-old woman is seen at 30 weeks of gestation with generalized pruritus especially 
of the palms of the hands and soles of the feet. A diagnosis of obstetric cholestasis is sus- 
pected. How common is this complication of pregnancy in the UK? 

A. 1-2/1000 pregnancies 

B. 3-4/1000 pregnancies 

C. 5-6/1000 pregnancies 

D. 7-8/1000 pregnancies 

E. 9-10/1000 pregnancies 

A 38-year-old G1P0 presents at 31 weeks of gestation with generalized pruritus that is 
not associated with a rash. The itching which is worse at night is on her palms and soles. Her 
stools have slowly become paler, but she is not jaundiced. You suspect obstetric cholestasis 
and request for a liver function test that includes bile acids. These come back as abnormal, 
thus confirming the diagnosis. How often should her liver function test be monitored? 
Every 1-2 days 

Every 3—4 days 

Every 5—6 days 

Every 7 days 

Once every 1-2 weeks 
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36. A 37-year-old woman who was diagnosed with obstetric cholestasis at 34 weeks of gesta- 
tion had a spontaneous induced vaginal delivery at 36 weeks and 5 days. The bile acid 
levels then were 45 mmol/L. She has come back for follow-up at 8 weeks post-delivery. 
What should you tell her about the risk of recurrence? 

A. Upto 50% 
B. Up to 60% 
C. Upto 70% 
D. Up to 80% 
E. Upto 90% 

37. It has been recognized that various events during the intrapartum period are known to 
reduce the risk of operative vaginal delivery. What is the single most important factor that 
has been shown to help avoid operative vaginal delivery in a 29-year-old primigravida? 
A. Appropriate analgesia during labour 
B. Continuous support during labour 
C. Effective uterine contractions 
D. Ensuring adequate maternal hydration during labour 
E. Regular pelvic examination and monitoring of progress of labour 

38. A 32-year old primigravida went into spontaneous labour at 40 weeks of gestation. 
She has an epidural for pain relief. What is the effect of delaying pushing for 1-2 h on 
delivery? 

A. Decreased risk of rotational operative interventions 

B. Increased risk of mid-cavity delivery 

C. Increased risk of postpartum haemorrhage 

D. Increased risk of rotational delivery 

E. Reduced risk of use of oxytocinon to augment the second stage 

39. You have examined a 28-year-old primigravida who went into spontaneous labour at 
39 weeks of gestation following an uncomplicated pregnancy. She has been fully dilated 
for the past 3 h, and you feel that her labour should be expedited. The fetal head is 
1/5 palpable per abdomen and there is caput at 2 cm below the spines. What is the level of 
the biparietal diameter in this baby? 

A. Atleast 1 cm above the spines 
B. At the level of the spines 
C. Just above the spines 
D. 1cm below the spine 
E. 2cm above the spine 
40. A 35-year-old primigravida whose BMI is 37 kg/m? had an uncomplicated pregnancy 
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and went into spontaneous labour at 39*5 weeks of gestation. An epidural was sited 
for pain relief. She has been fully dilated for the past 3.5 h, actively pushed for 1.5 h, 
and now appears completely exhausted. You have been asked to perform an assisted 
vaginal delivery. What factor will increase the risk of her having a failed instrumental 
delivery? 

Estimated weight of 3600 g 

Her BMI 

Right occipito-anterior position 

Station at spines +1 and 0/5 vertex palpable per abdomen 

Two pluses of caput 
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A Foundation Year 2 doctor sustains a needle stick injury, while you were taking her 
through the suturing of an episiotomy in a woman who has just had a normal vaginal 
delivery. If this woman is HIV positive, what would be the estimated risk of this trainee 
acquiring the infection? 

A. 1 per 1000 injuries 

B. 2 per 1000 injuries 

C. 3 per 1000 injuries 

D. 4 per 1000 injuries 

E. 5 per 1000 injuries 

A midwife in the unit was suturing an episiotomy of a woman who is known to be HIV 
positive and sustains a needle injury. Within which period of commencing PEP is it likely 
to be most effective? 

Within 1| h of the exposure 

Within 24 h of the exposure 

Within 48-72 h of the exposure 

Within 3—4 days of the exposure 

Within | week of the exposure 

The rationale for post-exposure prophylaxis is that viral replication can be inhibited 
shortly following the exposure. Once the mucosal barrier has been breached, how long 
does it take the virus to be detected in blood? 
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A. Upto 24h 
B. Upto48h 
C. Upto72h 
D. Upto96h 
E. Upto 120h 


A 35-year-old primigravida complained of a breast lump when she attended the ante- 

natal clinic for her routine visit at 24 weeks of gestation. Further investigations have 

confirmed that this is indeed a malignancy. What is the impact of the pregnancy on the 

prognosis of the cancer? 

A. It has no impact on prognosis 

B. It is associated with a poorer prognosis if the cancer is human epidermal growth factor 
receptor 2 (HER2) and oestrogen-receptor positive 

C. It is associated with a worse prognosis 

D.  Itis associated with an improved prognosis if the cancer is human epidermal growth fac- 
tor receptor 2 (HER2) and oestrogen-receptor negative 

E. Prognosis is dependent on the gestational age (better with late diagnosis) at diagnosis of 
the cancer 

A 36-year-old woman who is 30 weeks pregnant has been referred by the midwife to the 

consultant-led antenatal clinic with a lump in her left breast. You have examined and 

found a discrete lump on the left breast with features suspicious of malignancy. What 

should be the most appropriate investigation to offer to this woman? 

Fine needle aspiration biopsy 

Fluid aspiration for cytology 

Mammography 

Ultrasound-guided biopsy 

Ultrasound scan 
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What advice should a woman who had breast cancer and wishes to conceive after com- 
pleting her course of tamoxifen but has been found on imaging to have suspicious metas- 
tases in the lungs be given? 


A. 
B. 
C. 


D. 
E. 


Can conceive provided she has been off tamoxifen for 3 months 

That pregnancy is contraindicated until after treatment 

To avoid pregnancy as life expectancy is limited and treatment of metastasis will be 
compromised 

To delay pregnancy for 12 months to allow for treatment of the metastasis 

Will be able to have chemotherapy and continue with pregnancy provided she is not given 
chemotherapy for the first 3 months 


A 24-year-old woman is admitted at 30 weeks of gestation with regular uterine contrac- 
tions. This is her first pregnancy and until now the pregnancy has been uncomplicated. 
She is examined, and the cervix is found to be soft with a closed os. A decision is taken 
to give her a course of corticosteroids and to commence her on the tocolytic nifedipine. 
What is the benefit of giving her nifedipine? 
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Associated with a reduction in the incidence of preterm delivery/birth 
Associated with improved mortality 

Associated with improved neonatal morbidity 

Associated with improved perinatal morbidity 

Prolongs the pregnancy by 2-7 days 


A woman books for antenatal care at 8 weeks of gestation in her first pregnancy. What is 
the recommendation with regard to testing for blood group and antibodies? 


Test blood group and antibody at booking and then at 28 weeks of gestation 

Test blood group and antibody at booking and then antibody at 28 weeks 

Test blood group and antibody at booking, 28 and 36 weeks 

Test blood group and antibody at booking and then blood group at 28 weeks 

Test blood group and antibody at booking and 28 weeks and then antibody at 36 weeks 


What i is severe postpartum haemorrhage? 


A. 
B. 
C. 
D. 
E. 


Blood loss of more than 1000 mL 
Blood loss of more than 1500 mL 
Blood loss of more than 2000 mL 
Blood loss of more than 2500 mL 
Blood loss of more than 3000 mL 


What is the most common cause of primary postpartum haemorrhage? 
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Disorders of thrombin 

Disorders of tissues 

Disorders of tone 

Disorders of trauma 

Disorders of trauma and thrombin 
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A 35-year-old primigravida presents with a sudden onset of epigastric pain that is radi- 
ating to the back. Prior to this, she had been seen repeatedly with right hypochondrial 
pain. She is now 30 weeks pregnant. Her BP at the last antenatal clinic visit was normal. 
She is apyrexial, but tachycardic (pulse: 110 bpm) and hypotensive (BP = 80/50 mmHg). 
What is the most likely diagnosis? 

Abruptio placenta 

Hepatic rupture 

Pre-eclampsia 

Rupture of aortic aneurysm 

. Splenic rupture 

An ST4 is performing an elective CS at 39 weeks of gestation with assistance by a FY2 on 
a G2P1. The indication for the CS is breech presentation. On opening the abdomen and 
exposing the uterus, she discovers that the lower segment is extremely vascular. The pla- 
centa had been localized to be anterior and not low on ultrasound scan at 20 weeks of 
gestation. What action should she take? 

A. Call consultant before proceeding to make an incision on the uterus 

B. Inform the blood bank, cross-match blood and proceed to make uterine incision 

C. Inform the gynaecological oncologist if internal artery ligation is required 

D. Inform the interventional radiologist and proceed to deliver the baby 

E. Proceed to perform a classical incision on the uterus 

What is the most important risk factor for postpartum sepsis? 

Asymptomatic bacteriuria 

Caesarean section 

Manual removal of the placenta 

Pre-labour rupture of fetal membranes 

Prolonged labour 

A couple are anxious about the risk of their baby being born with an inherited autosomal 
recessive condition. Their anxiety stems from the fact that their relative recently had a 
baby with an autosomal recessive condition. They want to know what the most common 
autosomal recessive condition worldwide is? 
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A. Alpha-thalassaemia 
B. Beta-thalassaemia 
C. Cystic fibrosis 

D. Haemophilia 

E 


. Sickle cell disease 

You are counselling a patient about pre-implantation genetic diagnosis (PGD). They have 
been told that there is a risk of them having a baby with an autosomal recessive condition. 
What is a characteristic of an autosomal recessive condition? 

A. Both parents have to carry the abnormal gene for their children to be affected 

B. Half of the offspring will be affected by the condition 

C. They tend to be less severe and life-threatening 

D. The affected individual needs to have only one copy of abnormal gene for the disease to 
be expressed 

The risk to the offspring of an affected parent is 1:4 
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A 27-year-old primigravida is admitted at 35 weeks of gestation with a blood pressure 

of 110/110 mmHg, severe proteinuria and brisk reflexes. She also has headaches and 

visual disturbances. She had a kidney transplant 2 years ago and was switched from 

an angiotensin-converting enzyme inhibitor (ACEi) in early pregnancy to labetalol. You 

have decided to commence her on magnesium sulphate (MgSO,) having sent a blood 

sample for an urgent renal function test because she has hardly voided in the last 6 h. 

What would be the regimen you will start with? 

2 g loading dose followed by 1 g/h maintenance 

2 g loading dose followed by 0.5 g/h maintenance dose 

4 g loading dose followed by | g/h 

4 g loading dose followed by 0.5 g/h 

Delay commencing MgSO, until the result of renal function test is obtained 

You are planning to induce a renal transplant recipient at 38 weeks of gestation. She has been 

taking 10 mg of prednisolone throughout pregnancy. Her renal function is stable and her BP 

is well controlled on labetalol. What additional precautions should you take in labour? 

A. Administer a single intravenous dose of hydrocortisone 100 mg 

B. Commence her on intravenous hydrocortisone at a dose of 50 mg every 2-3 h 

C. Commence her on intravenous hydrocortisone at a dose of 50-100 mg every 6—8 h 

D. Increase prednisolone dose to 20 mg three times in labour 

E. Stop the prednisolone once she is in established labour 

A 25-year-old woman who had kidney transplant 2 years ago wishes to embark on pregnancy. 

Her graft function has been stable but she has significant proteinuria and is on an ACEi for 

the control of hypertension. What advice should she be given? 

A. Continue to ACEi until a positive pregnancy test and then reassess need for treatment and 
if required offer a non-teratogenic option 

B. Continue with ACEi until a positive pregnancy test, switch to a non-teratogenic option but 
recommence after 12—14 weeks 

C. Stop the ACEi 

D. Stop ACEi and recommence after 12 weeks of gestation 

E. Switch from the ACEi to another antihypertensive that is not teratogenic 

A 30-year-old woman has been diagnosed with acute kidney injury following an obstetric 

complication. What is the most common cause of acute kidney injury in obstetrics? 

A. Antepartum haemorrhage especially placental abruption 

B. Drugs such as NSAIDs 

C. Postpartum haemorrhage 

D. Pre-eclampsia 

E. Sepsis 

A primigravida presents at 34 weeks of gestation with a BP of 160/115 mmHg, 3+ pro- 

teinuria and brisk reflexes. She is a known case of acute kidney injury, diagnosed at 

30 weeks of gestation. What treatment and what dose should she be given to prevent the 

risk of fits? 

Loading dose of MgSO, 1 g followed by an infusion dose of 0.5 g/h 

Loading dose of MgSO, 2 g followed by a maintenance dose of 0.5 g/h 

Loading dose of MgSO, 2 g followed by a maintenance dose of 1 g/h 

Loading dose of MgSO, 4 g followed by an infusion dose of 0.5 g/h 

Loading dose of MgSO, 4 g followed by an infusion dose of 1 g/h 
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A 30-year-old G3P0 type I diabetic who has been on an insulin pump from 4 months 
before pregnancy is admitted for induction of labour at 38 weeks of gestation. What 
would be management plan once she is in established labour? 

A. Allow labour to progress without the need to monitor as the pump adjusts her insulin 
requirement 

Commence her on an insulin sliding scale 

Continue with the insulin pump but monitor blood glucose when appropriate 
Discontinue the insulin pump 

Increase the basal insulin dose and continue with the maintenance dose 

A 36-year-old woman who suffers from ulcerative colitis (UC) that was refractory to 
standard treatment was commenced on the biologic agent infliximab. She continued with 
this medication throughout the pregnancy. What is the main impact of this on the man- 
agement of the mother and baby after delivery? 

Levels of infliximab clear from the baby after 2 months 

Maternal immunity is depressed more than normal 

No live vaccines should be administered to the baby for the first 6 months 

The levels of infliximab clear from the baby after 3 months 

There is an increased risk of neonatal infection 

A 30-year-old woman who suffers from an active inflammatory bowel disease (IBD) 
reports that she is pregnant. She is currently taking sulfasalazine therapy. What is the 
likely course of the IBD in the pregnancy? 
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A. Itis likely to become more active during pregnancy 

B. It is likely to remain active 

C. It is likely to respond better to treatment than outside pregnancy 

D. The course tends to be fluctuating between remission and active disease 

E. There is a higher chance of remission 

What is the estimated detection rate for trisomy 21 when nuchal translucency, absence 
of the nasal bone, raised ductus venosus Doppler, tricuspid regurgitation and maternal 
serum biomarkers are combined at 11-13 weeks of gestation? 

A. 88% for a false positive rate of 5% 

B. 90% for a false positive rate of 5% 

C. 95% for a false positive rate of 3% 

D. 97% fora false positive rate of 3% 

E. 99% for a false positive rate of 5% 

A 29-year-old woman with twins is seen for her combined first-trimester aneuploidy scan 
at 12 weeks of gestation. Why will the false positive rate of her test be twice as high as in 
singleton pregnancies? 

One of the twins is hydropic 

The twins are dichorionic 

The twins are monochorionic 

There is demise of one twin 

There is a significant difference in CRL measurements 

At what ferritin level should chelation be considered in a 30-year-old woman with a haemo- 
globinopathy who has had repeated blood transfusions and wishing to become pregnant? 
A. >500 ug/L 

B. >500 ug/L 
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C. >1000 ug/L 

D. >1500 ug/L 

E. >2000 ug/L 

After approximately how many transfusions should chelation be considered in a 33-year- 
old woman with haemoglobinopathy who is desirous of starting a family? 

A. 5-6 


B. 7-10 

C. 10-15 
D. 10-20 
E. 15-25 


Which hormone is responsible for reducing the water content of stools during pregnancy 
and thus making them harder? 


A. High circulating aldosterone 

B. High circulating oestrogen levels 
C. Motilin 

D. Renin 

E. Somatostatin 


A 20-year-old woman is seen at 8 weeks of gestation complaining of chronic constipa- 
tion since she missed her last period. Her bowels open twice a week and furthermore 
she strains for more than 25% of the time when she defaecates. She has been prescribed 
a hyperosmolar laxative. What is the most unwanted side effect of this medication for 
this woman? 

A. Abdominal bloating and flatulence 

B. Diarrhoea 

C. Electrolyte imbalance 

D. Miscarriage 

E. Teratogenicity 

A 30-year-old woman with three previous mid-trimester miscarriages has been referred 
for the assessment for an abdominal cerclage. What will be the indication for an abdomi- 
nal cerclage in this patient? 

Previous failed McDonald suture 

Previous failed Shirodkar suture 

She has a short vaginal cervix 

She has had a previous cone biopsy 

The cervix is grossly disrupted 

A 29-year-old woman who has had two mid-trimester miscarriages had a transabdominal 
cerclage with a posterior knot at 11 weeks of gestation. She presents at 19 weeks of gesta- 
tion with a brownish vaginal loss and disappearance of pregnancy signs of 3 days dura- 
tion. An ultrasound scan confirms an intrauterine fetal death of 18 weeks of gestation. 
How best will she be managed? 

Hysterotomy and leave stitch in-situ 

Posterior colpotomy to remove stitch and offer suction evacuation 

Remove the stitch by laparotomy and induce delivery 

Remove the stitch by posterior colpotomy and induce delivery 

Remove the stitch laparoscopically and induce delivery 
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You are seeing a 29-year-old woman in the clinic for counselling. She has had four 
mid-trimester miscarriages and the last two followed a failed vaginal cerclage (one a 
McDonald suture and the other a Shirodkar suture). When she was examined at her last 
clinic visit, there was very little vaginal cervix. She is now 6 weeks pregnant. What would 
be the approach to minimize the risk of miscarriage in this woman? 

Offer an abdominal cerclage at this gestation 

Offer a transabdominal cerclage at 10-11 weeks 

Repeat McDonald suture at 14 weeks 

Repeat Shirodkar suture at 14 weeks 

Serial ultrasound scan and insert a Shirodkar suture when the cervix is less than 15 mm long 
A 30-year-old woman attends at 12 weeks for a nuchal translucency measurement as part 
screening for aneuploidy. What approximate detection rate for trisomy 21 using nuchal 
translucency alone will you quote to this woman? 
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A. 77% 
B. 80% 
C. 87% 
D. 90% 
E. 93% 


A 33-year-old primigravida is seen for booking at 10 weeks gestation. Following counsel- 
ling, she opts for the integrated test for aneuploidy. What is the main advantage of this 
test over the first-trimester screening test? 

A. It has a lower false-positive rate 

B. It has a higher detection rate for aneuploidy 

C. Itis more cost-effective 

D. It has a better acceptance by patients 

E. It is less time-consuming 

You have referred a 39-year-old woman to the Fetal Medicine Unit for counselling about 
non-invasive prenatal testing (NIPT). This test is dependent on the isolation of adequate 
cell-free fetal DNA in the maternal circulation. What is minimum percentage of suf- 
ficient cell-free fetal DNA required to be present in total cell-free DNA for NIPT to be 
feasible? 


A. 2% 
B. 3% 
C. 4% 
D. 5% 
E. 6% 


An ultrasound is performed at 14 weeks of gestation in a 27-year-old primigravida, and 
it shows a singleton viable pregnancy and an adnexal mass. What feature on this ultra- 
sound scan will be helpful in distinguishing between an invasive and a benign cystic 
adnexa mass? 

Absence of significant vascularity in the mass 

A complex appearance of the mass 

A partly solid and partly cystic mass 

Oedema of the cystic mass 

The presence of the ‘ovarian crescent sign’ 
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by her GP with the tetracycline derivative doxycycline for a suspected infection in the 
first trimester. She is anxious about this treatment. What should she be told about the 
risk of this treatment to the pregnancy? 
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A. 
B. 
C. 
Dz. 
E. 


It is associated with an increased risk of facial clefting 

It is associated with an increased risk of neural tube defects 

It is associated with an increased risk of tooth and bone discolouration 

It is associated with congenital malformations — specifically abnormal tooth formation 
It is not associated with an increased risk as used in the first trimester 


What is the most common adnexal cystic lesion diagnosed after 16 weeks of gestation? 


Corpus luteum cyst 
Follicular cyst 
Haemorrhagic cysts 
Luteoma of pregnancy 
Matured cystic teratoma 


Approximately what percentage of women of child-bearing age is affected by epilepsy? 


A. 
B. 
Cc. 
Dz. 
E. 


0.1%—0.5% 
0.5%-1.0% 
1.0%-1.5% 
1.5%-2.0% 
2.0% 2.5% 


What is the effect of epilepsy on maternal mortality? 


A. 
B. 
C. 
Dz. 
E. 


It doubles the maternal mortality 
Increases it by up to 5 times 
Increases it by up to 10 times 
Increases it by up to 3 times 
Increases it by up to 6-7 times 


A 25-year-old woman on high doses of sodium valproate reports that she has unex- 
pectedly fallen pregnant. She is currently 8 weeks pregnant. What would be your next 
management plan? 


A. 


B. 


C. 


Dz. 


E. 


Commence her on high-dose folic acid (5 mg daily), stop the sodium valproate and com- 
mence on lamotrigine 

Commence on high-dose folic acid (5 mg daily), stop sodium valproate and commence on 
levetiracetam 

Commence on high-dose folic acid (5 mg daily), stop sodium valproate and commence on 
levetiracetam and refer for urgent neurological review 

Commence on high-dose folic acid (5 mg daily), stop sodium valproate and refer to neu- 
rologist for review 

Commence on high-dose folic acid (5 mg daily) and recommend continuation of sodium 
valproate but refer urgently to neurological review of medication 


A 20-year-old primigravida has been diagnosed with diabetes insipidus at 20 weeks 
of gestation. What is the most likely biochemical abnormality associated with this 


condition? 

A. Hypernatraemia 
B. Hypokalaemia 
C. Hypocalcaemia 
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D. Hypomagnesaemia 

E. Metabolic acidosis 

A 30-year-old pregnant woman has had a cardiac arrest and is undergoing cardiopulmo- 

nary resuscitation (CPR). When should a perimortem caesarean section be considered in 

this woman? 

A. She is greater than 20 weeks pregnant, and correctly performed CPR has failed to result 
in rapid return of spontaneous of circulation (ROSC) after 4 min 

B. She is greater than 20 weeks pregnant, and correctly performed CPR has failed to result 
in rapid return of spontaneous circulation after 5 min 

C. She is at least 24 weeks pregnant and has had cardiac arrest for more than 5 min 

D. She is at least 24 weeks pregnant and correctly performed CPR has failed to result in rapid 
return of spontaneous of circulation (ROSC) after 4 min 

E. She is at least 24 weeks pregnant and correctly performed CPR has failed to result in rapid 
return of spontaneous circulation (ROSC) after 5 min 

What is the ideal time within which a perimortem caesarean section should be completed 

in the interest of the mother from the cardiac arrest? 

A. 3 min after a cardiac arrest 

B. 4 min after a cardiac arrest 

C. 5 min after a cardiac arrest 

D. 6 min after a cardiac arrest 

E. 10 min after a cardiac arrest 

A 30-year-old woman has just had a cardiac arrest on the ward. You commenced CPR 

and need to instruct your assistant to deliver continuous oxygen by face mask. What is 

the recommended rate of delivery of oxygen to this woman? 

A. 1-2 litres per min 

B. 2-4 litres per min 

C. 4-6 litres per min 

D. 6-10 litres per min 

E. 10-15 litres per min 

A 23-year-old woman suffered a cardiac arrest and was brought into the A&E where CPR 

was initiated, and in the course of this a perimortem, CS was performed. Unfortunately 

the patient failed to respond to CPR and was pronounced dead 30 min after admission. 

What would be the next step in her management? 

A. Complete the perimortem CS and then inform the coroner and her relatives 

B. Leave all intravenous access ports, lines, intubation and other equipment including the CS 
in place and notify the coroner and relatives 

C. Remove the placenta and send for examination but do not complete the procedure until the 
coroner has been informed 

D. Inform the relatives and seek permission to inform the coroner after which the abdomen 
can be closed and the placenta sent for histological examination 

E. Inform the coroner and seek permission to complete the procedure and then inform the 
relatives 

A 35-year-old woman with phenylketonuria (PKU) is pregnant. When during pregnancy 

will the diagnosis of microcephaly be made? 

A. When the HC measurement on ultrasound scan (USS) is below the 10 centile 

B. When the HC measurement on USS is <2 SD for gestational age 
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C. When the HC measurement on USS is 3 SD or more below that for gestational age 

D. When the HC measurement on USS is 5 SD or more below the gestational age 

E. When the HC measurement on USS is 4SD or more below that for gestational age 

A 29-year-old woman presents at 24+® weeks of gestation with mild contractions and 
intact fetal membranes. A speculum examination is performed and the cervical os is 
closed. What is the recommended management that is considered cost-effective? 
Commence on tocolysis and a course of corticosteroids 

Oncofetal fibronectin and corticosteroids 

Transabdominal cervical length measurement followed by a course of corticosteroids 
Translabial cervical length measurement followed by a course of corticosteroids 
Transvaginal cervical length measurement followed by a course of corticosteroid 

You have admitted a 30-year-old woman in her second pregnancy at 26+? weeks of ges- 
tation with uterine contractions and intact fetal membranes. You suspect that she is in 
preterm labour. What would be the recommended management for this woman? 
Corticosteroids and atosiban 

Corticosteroids and cervical cerclage 

Corticosteroids and glyceryl trinitrate skin patches 

Corticosteroids and nifedipine 

Corticosteroids and progesterone 
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You are conducting an assisted vaginal breech delivery of a 32-year-old woman at 
27 weeks of gestation, and this is complicated by head entrapment. What immediate 
action will you take to deal with this complication? 

A. Administer nifedipine 

B. Administer terbutaline subcutaneously 

C. Incise the cervix laterally 

D. Perform an episiotomy 

E. Brockes to a stat caesarean section 


A. 1% 
B. 2% 
C. 3% 
D. 4% 
E. 5% 


Approximately what percentage of twin pregnancies are delivered preterm (i.e. before 
37 completed weeks of gestation)? 

A. 15% (1:6) 

B. 20% (1:5) 

C. 25% (1:4) 

D. 33% (1:3) 

E. 50% (1:2) 

A 28-year-old woman attends to book for antenatal care at 10 weeks of gestation. A book- 
ing ultrasound scan shows a monochorionic diamniotic twin pregnancy. What would be 
the recommended test to predict the risk of spontaneous preterm birth in this woman? 
A. A single cervical length measurement from 18 weeks of gestation 

B. Serial cervical length measurements from 14-16 weeks of gestation 

C. Serial cervical length measurements from 16-18 weeks of gestation 
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Dz. 
E. 


Serial cervical length measurements from 18—20 weeks of gestation 
Serial cervical length measurements from 20—24 weeks of gestation 


A 29-year-old woman presents at 22 weeks of gestation for routine antenatal assessment. 
A cervical length measurement is performed, and this is reported as 22 mm. What inter- 
vention has been shown to have the best benefit with respect to reducing the risk of pre- 
term birth in this woman? 
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Cervical cerclage 

The Arabin pessary 
The tocolytic nifedipine 
None 

Vaginal progesterone 


What is the most common non-genital cause of sensorineural deafness in children? 
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Congenital cytomegalovirus (CMV) infection 
Congenital HIV infection 

Congenital rubella infection 

Congenital syphilis infection 

Congenital toxoplasmosis infection 


A 30-year-old primigravida at 14 weeks of gestation was seen two days ago with myalgia, 
rhinitis and a mild temperature. She was investigated and found to have an infection 
with CMV. Assuming that this is a primary infection, what would be the estimated risk 
of vertical transmission in this pregnancy? 


MOOS 


Up to 10% 
Up to 25% 
Up to 40% 
Up to 50% 
Up to 75% 


A 30-year-old woman has been diagnosed with a CMV infection at 16 weeks of gestation. 
She is known to have had a CMV infection in the past. What would be the vertical trans- 
mission rate for this woman? 


A. 


B. 


C. 
Dz. 


E. 


<1% 

1%-2% 
3%-4% 
4% 5% 
5%—-6% 


When will you summon a multidisciplinary team of senior staff to attend a woman with 
primary postpartum haemorrhage? 


A. 


B. 


She has lost in excess of 500 mL blood and bleeding is ongoing or she is in clinical 
shock 
She has lost in excess of 750 mL blood and bleeding is ongoing or she is in clinical 
shock 
She has lost in excess of 1000 mL blood and bleeding is ongoing or she is in clinical 
shock 
She has lost in excess of 1500 mL blood and bleeding is ongoing or she is in clinical 
shock 
She has lost in excess of 2000 mL blood and bleeding is ongoing or she is in clinical 
shock 
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When will you investigate a 19-year-old woman in her first pregnancy for anaemia? 

A. Her Hb is <110 g/L at 28 weeks of gestation 

B. Her Hb is <105 g/L at booking 

C. Her Hb is <100 g/L at 28 weeks of gestation 

D. Her Hb is <110 g/L at first contact in the first trimester 

E. Her Hb is <105 g/L at any time in pregnancy 

You are performing an elective caesarean section on a 33-year-old woman for breech 
presentation at 39 weeks of gestation. What would be the best prophylactic drug for the 
prevention of primary postpartum haemorrhage in this woman? 

Intramuscular prostaglandin (carboprost) 

Intramuscular syntometrine-oxytocin (syntometrine) 

Intravenous carbetocin (100 ug, slowly) 

Intravenous oxytocin (5 IU, slowly) 

Intravenous tranexamic acid (1 g) 
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A 28-year-old schoolteacher is attending for counselling about the risk of CMV as she 
plans to start a family. She is anxious about the risk of CMV to the pregnancy as this is a 
common infection in her school. What is the matrix to whose exposure she has the great- 
est risk of acquiring the infection? 

An infected adult’s saliva 

Respiratory droplets of an adult 

Respiratory droplets of an infected young child 

Urethral secretions from an infected adult 

Urine of an infected child 

A 30-year-old woman has been diagnosed with primary CMV infection. An amniocen- 
tesis has been performed, and this confirms vertical transmission of the infection. What 
proportion of babies infected in utero are symptomatic at birth? 
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A. <10% 

B. 10%-25% 
C. 25%-40% 
D. 40%-50% 
E. 50%-75% 


You are about to see a couple in the pre-conception clinic for counselling about the 
risk of viral infections in pregnancy. When if infected is she at the greatest vertical 
transmission? 

A. Periconception (8 weeks before and up to 6 weeks after conception) 

B. Pre-gestation (12 months to 8 weeks before conception) 

C. The first trimester (up to 13 weeks) 

D. The second trimester 

E. The third trimester 

A 25-year-old woman is seen for pre-pregnancy counselling. As a child, she underwent 
treatment for cancer, which involved chemotherapy with doxorubicin and radiotherapy 
to her chest and abdomen. What would be the essential screening test to perform prior to 
her embarking on a pregnancy? 

Chest X-ray 

Echocardiogram 

Liver function test 

Lung function test 

Renal function test 

A 25-year-old woman had Hodgkin’s lymphoma and was treated with chemotherapy 
only. With respect to her cancer treatment, she is at a slightly increased risk of which 
pregnancy complication? 

Congenital malformations 

Miscarriage 

Preterm delivery 

Small for gestational age 

Stillbirth 
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A 29-year-old woman is diagnosed with postural tachycardia syndrome (PoTS) at 
20 weeks of gestation. What conservative treatment would be considered for this patient 
in the first instance? 

A. Increase caffeine intake 

B. Increase fluid and salt intake 

C. Increase fluid intake 

D. Application of compression stockings 

E. Initiate aerobic exercises 

A 37-year-old primigravida is admitted in established labour at 29+* weeks of gestation. 
She has been prescribed magnesium sulphate for neuroprotection. What is the correct 
dose to be administered? 

A. A 1g bolus over 30 min and then 1| g 

B. A 4g bolus over 30 min and then 1| g 

C. A single 1 g bolus IV over 30 min and then a 1 g infusion per hour until she delivers 

D. A single 4 g infusion IV over 30 min and then a | g infusion per hour until she delivers 

E. A single 6 g bolus IV over 30 min and then a | g infusion per hour until she delivers 

A 27-year-old woman is diagnosed with monochorionic diamniotic twin pregnancy at 
an ultrasound scan performed at 10 weeks of gestation. At what gestational age should 
monitoring for twin to twin transfusion syndrome (TTTS) be started? 

A. 14 weeks 

B. 16 weeks 

C. 18 weeks 

D. 20 weeks 

E. 24 weeks 

How common is a dural tap as a complication of epidural analgesia in labour? 


A. 0.5%-1% 

B. 0.5%-2.5% 
C. 1%-3% 

D. 2%-5% 

E. 5%-10% 


A 28-year-old woman is suspected to have severe sepsis following a normal vaginal deliv- 
ery at 35 weeks of gestation. She had presented with spontaneous rupture of membranes 
12 h before being induced. A blood test is performed as part investigation. What lactate 
level will influence your care of this patient? 


A. 2mmol/L 
B. 4mmol/L 
C. 6mmol/L 
D. 8 mmol/L 
E. 10 mmol/L 


A primigravida who has had an uncomplicated pregnancy elects to have a home delivery 
after appropriate counselling. What will be her approximate risk of transfer to the hos- 
pital in labour as per NICE guidelines? 


A. 15% 
B. 25% 
C. 35% 
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D. 45% 

E. 55% 

A 30-year-old woman is seen with vague generalized aches and feeling generally unwell. 
She had complained of a sore throat and body aches a few days before. She is a school- 
teacher and reports that one of the children in her class has recently been diagnosed with 
parvovirus B19. A blood test is performed and shows a positive result for IgM but a nega- 
tive result for IgG for parvovirus. She is 15 weeks pregnant. What is the risk of vertical 
transmission in this patient? 


A. <5% 

B. 5%-10% 
C. 10%-15% 
D. 15%-25% 
E. 25%-35% 


An ultrasound scan is performed on a 23-year-old primigravida at 11 weeks of gestation. 
This shows herniation of the gut with the umbilical cord inserted at the centre of the her- 
nia sac. What is the most likely diagnosis? 

Exomphalos/omphalocele 

Gastroschisis 

Omphalomesenteric duct remnants 

Physiological hernia 

Umbilical cord hernia 

A 41-year-old woman attends at 13+4 weeks of gestation. What would you consider to be 
the most appropriate screening test for Down syndrome for her? 

Combined test (MA+NT+biochemistry) 

NT and biochemical test in the first and second trimesters 

NT measurement 

Triple test 

. Quadruple test 

You see a 30-year-old woman who is unsure of her dates. An ultrasound scan is performed, 
and the measurements are as follows: CRL = 90 mm, HC = 120 mm, BPD = 36 mm, 
FL = 20 mm, AC = 98 mm. What measurement should be used to determine her gesta- 
tional age? 
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A. AC 
B. BPD 
C. CRL 
D. FL 
E. HC 


A 25-year-old Somalian woman who recently came to the UK admits genital cutting as a 
child. She is 26 weeks pregnant. You examine and find infibulation. What is the type of 
female genital mutilation (FGM) that this woman has? 


A. Circumcision 
B. FGM type 1 
C. FGM type 2 
D. FGM type 3 
E. FGM type 4 
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A 30-year-old woman who has just had a normal vaginal delivery at term sustains a peri- 
neal tear that involves 50% of the external anal sphincter. You are called to suture this 
tear. How will you classify the degree of the tear? 

A. 2nd degree 


B. 3a degree 
C. 3b degree 
D. 3c degree 


E. 4th degree 

A 24-year-old primigravida goes into spontaneous labour at 39+° weeks of gestation 
following an uncomplicated pregnancy. She progresses to 8 cm dilatation but fails to 
dilate any further. You have examined and found that the baby is in the deflexed occipito- 
posterior position. What will be diameter of the presenting part in this baby? 

A. Mentovertical 

B. Occipito-frontal 

C. Sub-mento bregmatic 

D. Sub-occipito bregmatic 

E. Sub-occipito frontal 

A 32-year-old woman in her second pregnancy was induced at 40 weeks because of gesta- 
tional diabetes that is well controlled with metformin. She had prostaglandin gel and 3 h 
later had an artificial rupture of fetal membranes. Shortly after, she started contracting 
and progressed to full dilatation after 7 h. She remained fully dilated for 2 h and then 
started pushing. The head was delivered but was noticed to be receding (i.e. there was a 
turtleneck appearance). You were called and arrived after 2 min. What would be the next 
step to take in her management? 

Apply suprapubic pressure 

Insert your hand in the vagina and deliver the posterior arm 

Place her in all fours 

Perform an episiotomy and the attempt to deliver the shoulders 

Place her in the McRoberts position 

A primigravida is diagnosed with an intrauterine fetal death at 26 weeks of gestation. 
Following counselling, she books for induction of labour. What would be the appropriate 
dose of misoprostol and mifepristone to use to induce labour? 

Mifepristone 200 mg, misoprostol 50 Lg qd for a total of 5 doses 

Mifepristone 200 mg, misoprostol 100 ug qd for a total of 5 doses 

Mifepristone 200 mg, misoprostol 200 ug qd for a total of 5 doses 

Mifepristone 200 mg, misoprostol 400 tg qd for a total of 5 doses 

Mifepristone 200 mg, misoprostol 800 ug qd for a total of 5 doses 

A 36-year old woman who had breast cancer and has been free of any recurrence and has 
also just completed her five-year course of tamoxifen wishes to know when can she start 
trying to conceive? 

After 3 months 

After 6 months 

After 12 months 

After 24 months 

Advised against pregnancy 
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You see a 31-year-old woman at 10 weeks of gestation for booking. She is on anti- 
tuberculosis treatment. What is the most relevant monthly test you need to perform 
on this patient? 

Clotting screen 

Full blood count 

Liver function test 

Mantoux test 

Renal function test 

You suspect myocardial infarction in a pregnant woman at 24 weeks of gestation. An 
ECG is performed. What finding on the ECG would be highly suspicious (i.e. which is the 
most sensitive and specific change) of an acute myocardial infarction (AMI)? 

A. Newly developed Q-wave 

B. New ST-wave 

C. ST depression 

D. ST elevation 

E. T-wave inversion 

A primigravida develops eczematous skin eruptions at 30 weeks of gestation. These 
are associated with itching and on examination are found to be located mainly within 
abdominal striae. What is the most likely diagnosis? 

Atopic eruption of pregnancy 

Eczema of pregnancy 

Obstetric cholestasis 

Pemphigoid gestationis 

Polymorphic eruption of pregnancy (PEP) 

A primigravida is seen at 28 weeks of gestation for an ultrasound scan for suspected fetal 
growth restriction. This is confirmed on ultrasound scan measurement of the various 
biometric indices, and there is oligohydramnios and reduced end-diastolic flow (REDF) 
on umbilical artery Doppler. The baby is known to be a boy. What is the most likely cause 
of the oligohydramnios? 

Placenta insufficiency 

Polycythemia 

Posterior urethral valve 

Renal agenesis 

Renal hypoperfusion 

A 30-year-old lady who suffers from a major depressive disorder and has recently been 
admitted but is now well controlled on fluoxetine 40 mg has just found that she is preg- 
nant. This is an unplanned pregnancy, and she is worried about the effects of the drug on 
the baby. What advice should she be given? 

Explain that the risk of malformation is low and recommend continuation of the medication 
Stop medication and replace it with a tricyclic antidepressant 

Stop medication and resume after delivery 

Stop medication and resume after the end of the first trimester 

Stop medication immediately 
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A 25-year-old woman who is known to have beta-thalassaemia major has just delivered. 
She is on desferrioxamine. The mother plans to breastfeed and is worried about the effect 
of the drug on the baby. What should she be told? 

Advise against breastfeeding 

Advise that breastfeeding is safe 

Change to another iron-chelating agent and allow her to breastfeed 

Recommend to continue medication and breastfeed as long as she understands the risk 
Stop the medication and breastfeed 

Ani elective caesarean section has been performed on a primigravida with a breech 
presentation at 39 weeks of gestation. Her weight is 110 kg. What is the dose of low- 
molecular-weight heparin (Dalteparin) that you would give her as thromboprophylaxis? 
A. 2500 IU 
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B. 5000 IU 
C. 7500 1U 
D. 10000 IU 
E. 150001U 


A 29-year-old primigravida attends the clinic at 26 weeks of gestation to discuss post- 
partum thromboprophylaxis. She is homozygous for factor V Leiden. Her mother had a 
pregnancy-related thromboembolism. What would be the duration of thromboprophy- 
laxis after her delivery? 

A. 10 days 

B. 14 days (2 weeks) 

C. 28 days (4 weeks) 

D. 42 days (6 weeks) 

E. 84 days (12 months) 

What organism is known to be the most common cause of sepsis in pregnancy? 
Escherichia coli 

Group B B haemolytic Streptococcus 

Pseudomonas 

Staphylococcus aureus 

Streptococcus pyogenes 

You are the specialist registrar on call for the unit and are performing an emergency lower 
segment CS of a patient who has had one previous CS. An ultrasound scan performed at 
20 weeks had ruled out placenta praevia. Upon opening the peritoneum, you find engorged 
bluish vessels on the lower uterine segment. What will be your course of action? 

A. Call for the consultant immediately and wait until he/she arrives 

B. Call for the consultant urgently but proceed with opening the lower segment 

C. Call for the consultant urgently but proceed with opening the upper segment 

D. Call the interventional radiologist and wait until catheters have been inserted 

E. Crossmatch blood and then proceed to open the uterus — lower segment 

You have been called to see a 30-year-old woman with ITP who has been fully dilated for 
over 3 h and pushing for the last one of these. You examine and find that the baby is in an 
occipito-posterior position and at the level of the ischial spines (station zero). What would 
be next step in the management of this patient? 

A. Emergency CS 

B. Kielland’s forceps delivery 
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C. Manual rotation and forceps 

D. Neville-Barnes forceps delivery 

E. Ventouse delivery 

You are about to see a 32-year-old woman in her third pregnancy at 12 weeks of gesta- 
tion. Her last baby suffered from haemolytic disease of the fetus and newborn (HDFN). 
An antibody titre at this gestation is 8 IU. The father is heterozygous for RhD. What 
would be the next stage in her management? 

Chorionic villus sampling for fetal genotype 

ffDNA in maternal blood for fetal genotype 

Refer to fetal medicine for serial MCA Doppler monitoring 

Serial titres weekly 

Ultrasound scan for hydrops 

A primigravida presents with a chickenpox rash 3 days after it was first noticed. She is 
now 18 weeks pregnant. How will she be managed? 

Arrange detailed scan with the fetal medicine unit after 5 weeks 

Arrange amniocentesis to exclude intrauterine infection 

Commence on aciclovir 400 mg tds for 5 days 

Reassure and discharge 

Ultrasound scan for anomaly in 3 weeks 

You are seeing a couple for pre-pregnancy counselling. The husband has beta-thalassaemia, 
while the woman has beta-thalassemia trait. What is the risk of their offspring being affected 
by thalassemia? 
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A. 1:2 
B. 1:4 
Cc. 1:8 
D. 1:16 
E, 1:32 


A 30-year-old G3P2 attends the VBAC clinic for counselling about mode of delivery. 
This is an uncomplicated pregnancy and she had indicated after her mid-trimester scan 
that she would like to try for a vaginal delivery. She had an emergency CS for her first 
pregnancy because of fetal distress and then had a uterine rupture in the second preg- 
nancy intrapartum. The outcome at surgery was a live birth. What is the risk of uterine 
rupture that you will quote for this woman if she went for VBAC? 


A. >1:200 (0.5%) 
B. >1:100 (1%) 
C. 21:20 (5%) 
D. 2>1:150 (0.67%) 
E. >1:50 (2%) 


A 27-year-old woman is being counselled about VBAC. Her CS was an emergency at 8 cm 
dilation for an abnormal fetal heart rate on CTG. The baby had normal Apgar scores 
and pH at birth. She is now 34 weeks and the pregnancy is uncomplicated. What success 
rate for VBAC will you quote for her? 


A. 66%-70% 
B. 71%—-75% 
C. 76%-80% 
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D. 81%-85% 

E. 86%—-90% 

A 28-year-old who had a previous CS is being counselled about VBAC. What information 
from her past obstetrics history would give her the best chance of a successful VBAC? 
A. If she has had a previous vaginal delivery 

B. If the previous CS was an elective CS for breech presentation 

C. Ifthe previous CS was for fetal distress in the late first state of labour 

D. If the previous CS was for labour dystocia at 8 cm or more dilatation 

E. Ifthe previous CS was for labour dystocia at less than 8 cm dilatation 

A 32-year-old multiparous woman went into spontaneous labour at 40 weeks of gesta- 
tion. Labour was progressing normally but at 8 cm dilatation, when fetal membranes 
ruptured spontaneously, she collapsed. What is the most likely cause of the collapse? 
Amniotic fluid embolism 

Myocardial infarction 

Pulmonary embolism 

Sepsis 

Uterine rupture 

On what basis will you make a diagnosis of amniotic fluid embolism in a 30-year-old 
G2P1 who laboured spontaneously but had syntocinon augmentation at 5 cm dilatation? 
A. Bronchial lavage 

B. Clinical features 

C. Fetal squames in maternal circulation 

D. Fetal squames in the pulmonary trees 

E. Findings of a V/Q scan 

A 36-year-old woman is seen as an emergency at 34 weeks of gestation with central chest 
pain, which is mainly interscapular. She is found on examination to be breathless with a 
systolic hypertension (BP = 160/80 mmHg) and a wide pulse pressure. What is the most 
likely diagnosis in this woman? 

A. Cardiomyopathy 

B. Dissection of an aortic root aneurysm 

C. Dissection of the coronary artery 

D. Left ventricular failure 

E. Myocardial infarction 

A 23-year-old primigravida whose pregnancy was complicated by gestational diabe- 
tes went into spontaneous labour at 40 weeks of gestation. She started pushing but had 
shoulder dystocia after delivery of the head of the baby. What factor is likely to increase 
the risk of brachial plexus injury (BPI) in the baby? 

The gestational age of delivery 

The time it takes to deal with the dystocia 

The weight of the baby 

Whether it’s an anterior or posterior shoulder impacted 

Whether the impaction is on the pubic symphysis of sacral promontory 

What i is the most common cause of litigation related to shoulder dystocia in the UK? 

A. Brachial plexus injury (BPI) 

B. Fracture of the femur 
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C. Fracture of the humerus 

D. Fourth-degree perineal tear 

E. Hypoxic ischaemic encephalopathy 

A 30-year-old woman whose labour was complicated by shoulder dystocia and brachial 
plexus injury has come back for debriefing. It is recognized that a significant number of 
these injuries are associated with substandard care. Approximately what proportion of 
these injuries are associated with substandard care? 


A. 10%-15% 
B. 20%-25% 
C. 45%-50% 
D. 55%-60% 
E. 70%-75% 


A 42-year-old presents for booking at 10 weeks of gestation. She is a smoker (smoking 

8-10 cigarettes per day). Her BMI is 28 kg/m?. What would be the plan for screening/ 

monitoring for SGA in this woman? 

A. Maternal serum-alpha protein at 14 weeks of gestation 

B. Maternal serum PAPP-A at 12 weeks of gestation 

C. Serial uterine and umbilical artery Doppler from 20-24 weeks of gestation 

D. Serial growth ultrasound scan and umbilical artery Doppler from 26-28 weeks of 
gestation 

E. Uterine artery Doppler at 20-24 weeks 

A 32-year-old G3P2 is referred at 28 weeks of gestation for ultrasound scan because of 

reduced fetal movements. Ultrasound measurements of both the head and abdominal cir- 

cumference are below the 10th centile and the amniotic fluid index is 25 cm. The umbili- 

cal artery Doppler is normal. What single important investigation should be offered to 

this woman? 

A. Blood test for CMV and toxoplasmosis 

B. Middle cerebral artery Doppler 

C. Karyotyping 

D. Oral glucose tolerance test with 75 g glucose load 

E. Uterine artery Doppler 

A multigravida had a forceps delivery and suffered from a major haemorrhage. What is 

the definition of major postpartum haemorrhage? 

Estimated blood loss of 500 mL and continuing or associated with clinical shock 

Estimated blood loss of 750 mL and continuing or associated with clinical shock 

Estimated blood loss of 1000 mL and continuing or associated with clinical shock 

Estimated blood loss of 1500 mL and continuing or associated with clinical shock 

Estimated blood loss of 2000 mL and continuing or associated with clinical shock 

in the absence of group-specific blood, what should a 25-year-old woman who is having a 

major postpartum haemorrhage be transfused with? 

Blood group O, Rhesus (D) negative 

Blood group O, Rhesus (D) negative and CMV negative 

Blood group O, Rhesus (D) negative and K-negative 

Blood groups O, Rhesus (D) negative, K-negative and CMV negative 

Blood group O, Rhesus (D) negative, K-negative, CMV and CJD negative 
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A 27-year-old woman is on the list for an elective CS at 37 weeks of gestation for placenta 
praevia. She requests for intraoperative cell salvage. What are the components of intra- 
operative cell salvage? 

Blood collection and transfusion 

Blood collection, filtering and transfusion 

Blood collection, filtering, washing and transfusion 

Blood collection, filtering, washing and irradiation 

Blood collection, filtering, washing and treating prior to transfusion 

You are managing a 24-year-old primigravida who has just had an emergency CS in 
the second stage and is bleeding heavily. She has lost in total about 1500 mL of blood 
and continues to bleed. Transfusion has commenced and her haemostatic test results are 
being awaited. What will be the indication for administering fresh frozen plasma (FFP) 
to this woman? 

Her fibrinogen level is less than 2 g/L 

Her haemostatic test results are unavailable 

Her platelets were low at the onset of labour 

She has had 4 units of red blood cells 

She is being transfused with fresh blood 
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What is the estimated percentage reduction in venous thromboembolism (VTE) risk by 

low-molecular-weight heparin (LMWH) in medical and surgical patients, respectively? 

A. 30% and 40% 

B. 40% and 50% 

C. 50% and 60% 

D. 60% and 70% 

E. 70% and 80% 

At what stage in pregnancy is the risk of VTE highest in a 33-year-old woman who is 

having her first baby and reports that her mother had a deep vein thrombosis (DVT) 

while on the combined hormonal contraceptive pill at the age of 35 years? 

A. In labour 

B. In the first trimester 

C. In the first three weeks postpartum 

D. Inthe second trimester 

E. In the third trimester 

A 37-year-old mother of 3 who smokes 10 cigarettes per day books for antenatal care at 

10 weeks of gestation. This was an IVF pregnancy. You have examined and found that her 

BML is 29 kg/m?. What recommendation will you offer her about thromboprophylaxis? 

Commence on LMWH for 10 days after delivery 

Commence on LMWH from 28 weeks of gestation until 6 weeks post-delivery 

Commence on LMWH from 28 weeks until 10 days post-delivery 

Commence on LMWH now and until 10 days post-delivery 

Commence LMWH now and until 6 weeks post-delivery 

You are booking a 26-year-old in her first pregnancy at 6 weeks of gestation. She was 

referred for advice on thromboprophylaxis because she had a DVT three years ago and 

was investigated and found to be heterozygous for factor V Leiden. The GP had stopped 

her warfarin and commenced her on 5000 IU of Fragmin daily. What would be your plan 

for her management? 

A. Commence on a higher dose (either 50%, 75% or full treatment dose) of LMWH until 
6 weeks postpartum 

B. Commence on a higher dose (either 50%, 75% or full treatment dose) of LMWH until 
12 weeks postpartum 

C. Commence on a higher dose (either 50%, 75% or full treatment dose) of LMWH until 
6 weeks postpartum or until warfarin is re-commenced 

D. Continue with the LMWH until 6 weeks after delivery 

E. Continue with the standard dose of LMWH until 6 weeks postpartum or until warfarin is 
re-commenced 

What is the estimated prevalence of diagnosed pulmonary embolism in pregnancy in 

women with suspected PE? 
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A. 1%-3% 
B. 2%-6% 
C. 4%-7% 
D. 5%-9% 
E. 8%-10% 
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A 30-year-old primigravida attends the Pregnancy Triage Unit with pain in her left leg. She is 

examined and DVT is suspected; the level of clinical suspicion is graded as high. She is com- 

menced on therapeutic doses of dalteparin - an LMWH. A compression duplex ultrasound 

scan is performed and this is negative. What should be the next step in her management? 

A. Continue with the LMWH until a repeat compression duplex ultrasound scan has con- 
firmed the absence of a DVT 

B. Continue with the LMWH until diagnosis is positively excluded by repeat ultrasound scan 
on days 3 and 7 

C. Stop the LMWH and advise her to represent if the symptoms persist 

D. Stop the LMWH and discharge her 

E. Stop the LMWH and repeat the ultrasound scan on days 3 and 7 to ensure that it is indeed 
not a DVT 

A 33-year-old G2P1 presents at 29 weeks of gestation with sudden onset chest pain and 

difficulties breathing. She also reports that she has had a swollen and painful left leg for 

the past one week. You suspect that she has a PE as well as a left DVT. She is commenced 

on therapeutic doses of LMWH pending confirmation of diagnosis. What would be the 

most appropriate investigation to perform in this woman? 

Chest X-ray 

Compression duplex ultrasound scan 

Computed tomography pulmonary angiogram (CTPA) 

Electrocardiogram (ECG) 

Ventilation-perfusion (V/Q) lung scan 

A 40-year-old mother of three in her fourth pregnancy at 30 weeks of gestation is admit- 

ted into the emergency unit with a suspicion of PE. She has otherwise been asymptomatic 

and there are no symptoms of DVT. She is commenced on therapeutic doses of LMWH 

pending confirmatory tests. What should be next test to undertake in this woman? 

A. Chest X-ray (CXR) followed by V/Q scan or CTPA 

B. Compression duplex ultrasound followed by V/Q scan or CTPA 

C. Computerized tomography pulmonary angiography (CTPA) 

D. Magnetic resonance imaging (MRI) 

E.  Ventilation-perfusion (V/Q) scan 

A 23-year-old woman presents with reduced fetal movements at 33 weeks gestation. The fetal 

heart could not be heard with a sonicaid; hence, she was referred for an ultrasound scan. 

The scan has confirmed an intrauterine fetal death (I(UFD). Approximately what percentage 

of women presenting with an intrauterine fetal death have reduced fetal movements? 
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A. 25% 
B. 35% 
C. 45% 
D. 55% 
E. 65% 


A 19-year-old primigravida has been referred to the Maternity Triage with suspected 

reduced fetal movements at 35 weeks of gestation. You have taken a history from her and 

are assured that she does not have reduced fetal movements. This is an uncomplicated 

pregnancy. What will your management of this patient be? 

A. Check her BP and urine and then perform a cardiotocography and if all findings are nor- 
mal, discharge her with a kick chart 
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B. Check her BP and urine and then perform a cardiotocography and if all findings are nor- 
mal, discharge her with the advice to contact the maternity unit if she has concerns 

C. Check her BP and urine, perform a cardiotocography and arrange an ultrasound scan and 
discharge if all findings are normal with the advice to contact the maternity unit if she has 
concerns 

D. Listen to the fetal heart and if normal, reassure and discharge her with the advice to con- 
tact the maternity unit if she has concerns 

E. Perform a cardiotocography and if normal, discharge her with the advice to contact the 
maternity unit if she has concerns 

A 39-year-old woman is seen at 38 weeks of gestation with reduced fetal movements. 

Her BP is 150/95 mmHg and urinalysis is negative for protein. The fetal heartbeat 

is heard with a sonicaid and you arrange a cardiotocography, which shows normal 

baseline variability but no accelerations after 120 min. What will be your plan for this 

patient? 

A. Admit for monitoring of the fetus with daily CTGs 

B. Organize an ultrasound scan for biometry 

C. Organize an ultrasound scan for growth and Doppler of the umbilical artery 

D. Organize delivery 

E. Refer for biophysical profile assessment 

A woman underwent IVF with donor eggs. She is Rh(D) negative and has red cell anti- 

bodies that developed following a very complicated pregnancy. The genotype of the donor 

is unknown. She is now 6 weeks pregnant. What would be the recommended plan of care 

for her Rhesus antibodies? 

A. Discuss and offer fetal genotyping (preferably the use of ff DNA) 

B. Obtain blood from the donor after determining her blood group 

C. Quantify antibodies every 2 weeks until 28 weeks and then weekly thereafter 

D. Refer to maternal-fetal medicine for monitoring of both baby and maternal antibody 
levels 

E. Repeat antibodies titre at 10-12 weeks and if no change, reassure 

A woman books for antenatal care at 8 weeks of gestation in her first pregnancy. What is 

the recommendation with regard to testing for blood group and antibodies? 

A. Test blood group and antibody at booking and then at 28 weeks of gestation 

B. Test blood group and antibody at booking and then antibody at 28 weeks 

C. Test blood group and antibody at booking, 28 and 36 weeks 

D. Test blood group and antibody at booking and then blood group at 28 weeks 

E. Test blood group and antibody at booking, and 28 weeks and then antibody at 36 weeks 

A patient is seen in the antenatal clinic at 12 weeks of gestation after having had her 

routine blood tests by the midwife in the community at 10 weeks of gestation. She is blood 

group O Rhesus D negative with red cell antibodies (titre of 2.4 IU/L). What would be the 

next logical step in the management of this patient? 

A. Assume that the baby is at risk of isoimmunization and monitor with serial antibody 

measurement 

Obtain a blood sample from the putative father to determine his genotype 

Offer an amniocentesis to determine baby’s blood group 

Offer non-invasive testing from maternal blood at around 16 weeks of gestation 

Perform a CVS at this gestation to determine blood group of the baby 
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At what minimum level of anti-K antibody would a referral to a fetal medicine unit be 
necessary in a 27-year-old G3P2 who has had a previous caesarean section and a termi- 
nation of pregnancy? She is currently at 16 weeks of gestation. 


A. >4IU/L 

B. >SIU/L 

C. >7.5 TU/L 

D. Any level of antibody 
E. >10IU/L 


What proportion of infants born with congenital CMV infection are born to women with 
pre-existing CMV immunity? 


A. One fifth 

B. One quarter 
C. One third 
D. Two thirds 
E. One tenth 


You reviewed a 27-year-old G2P1 on the delivery suite at 27 weeks of gestation. She was 
admitted complaining of regular uterine contractions. Following counselling, she was 
started on a course of corticosteroids and magnesium sulphate (the latter for tocolysis). 
What is the advantage of giving her MgSO,? 

A. Reduces the risk of cerebral palsy in the baby 

B. Reduces the risk of having a preterm delivery 

C. Reduces the risk of her having eclampsia 

D. Reduces the risk of intracranial haemorrhage 

E. Reduces risk of ventricular haemorrhage 

A 31-year-old G3P2 presents at 29 weeks of gestation with preterm premature rupture 
of fetal membranes. She is not having any contractions but complains of mild abdominal 
discomfort. You have confirmed rupture of membranes and sent some of the amniotic 
fluid for infection screen (culture). What proportion of women presenting with PPROM 
have positive amniotic fluid cultures? 


A. 15%-19% 
B. 20%-24% 
C. 25%-29% 
D. 30%-34% 
E. 35%-40% 


A primigravida was diagnosed with breast cancer at 12 weeks of gestation. Following 
surgery, she was commenced on chemotherapy. She went into spontaneous labour at 
36 weeks of gestation when on the last course of chemotherapy. She wishes to breastfeed. 
What advice will she be given? 

To avoid breastfeeding 

To breastfeed as normal 

To express the breast milk and discard for two weeks before breastfeeding 

To wait for 1 week before breastfeeding 

To wait for 3-4 weeks before breastfeeding (in the meantime to express and discard the milk) 
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You are performing a routine laparoscopic tubal occlusion on the Gynaecology Day List 
of your unit. You have completed the procedure but during closure of the ports, your 
trainee pricks you with a needle. The patient is from a high-risk country, although she has 
not been tested for HIV. What would be the recommendation with respect to samples and 
testing on you? 

A. A baseline sample for testing, another follow-up for testing at 3 months and a third one at 
6 months for testing 

Baseline sample for testing for HIV 

Baseline blood sample for storage and a follow-up sample for testing at 12 weeks 
Baseline sample for testing and another follow-up for testing 

Baseline sample for storage, a follow-up for testing and another at 6 months for testing 

A 20-year-old woman is seen at 30 weeks gestation with generalized pruritus especially 
of the palms of the hands and soles of the feet. A diagnosis of obstetric cholestasis is sus- 
pected. How common is this complication of pregnancy in the UK? 

A. 1-2/1000 pregnancies 

B. 3-4/1000 pregnancies 

C. 5-6/1000 pregnancies 

D. 7-8/1000 pregnancies 

E. 9-10/1000 pregnancies 

A 33-year-old was induced at 37 weeks of gestation on account of obstetric cholestasis. 
What is the best time to perform a liver function test post-delivery to confirm that the 
liver function test result has returned to normal? 
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A. Ten days 

B. Two weeks 
C. Four weeks 
D. Six weeks 
E. Eight weeks 


A woman is seen at 24 weeks gestation for follow-up. This is her second pregnancy — the 
first was a stillbirth at 29 weeks of gestation in a pregnancy complicated by obstetric 
cholestasis. She is interested in knowing how this pregnancy can be monitored to reduce 
the risk of a recurrence of the stillbirth. What is the best method of monitoring the baby 
from 26-28 weeks of gestation? 


A. Amniocentesis to check for lecithin-sphingomyelin ratio 

B. Cardiotocography 

C. No reliable method is available 

D. Transcervical amnioscopy for the identification of meconium-stained liquor 
E. Umbilical artery Doppler 

What proportion of pregnant women is affected by nausea and vomiting in pregnancy? 
A. Up to 40% 

B. Up to 50% 

C. Up to 60% 

D. Up to 70% 

E. Up to 80% 
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A 20-year-old woman is admitted with nausea and vomiting in pregnancy (NVP) at 7 weeks 

of gestation. What signs will make you diagnose hyperemesis gravidarum in this woman? 

NVP, 5% weight loss, electrolyte imbalance and dehydration 

NVP, 5% weight loss, electrolyte imbalance and dehydration and abnormal liver function test. 

NVP and 5% weight loss and electrolyte imbalance 

NVP with 5% weight loss and dehydration 

NVP with weight loss of more than 5% pre-pregnancy weight, dehydration and electrolyte 

imbalance 

A 25-year-old is seen at 7 weeks of gestation in her first pregnancy with severe nausea 

and vomiting in pregnancy (NVP). Initial management has failed to stem the vomiting. 

Further investigations have been performed, including a thyroid function test. These 

have been reported as increased free thyroxine and suppressed thyroid-stimulating hor- 

mone. What should be the recommended management of this biochemical abnormality? 

A. Check for thyroid antibodies before commencing on anti-thyroid drugs 

B. Commence her on anti-thyroid drugs such as propylthiouracil along with treatment for her 
hyperemesis gravidarum 

C. Commence on carbimazole along with treatment for her HG 

D. Commenced on propranolol and an anti-thyroid drug along with treatment for hypereme- 
sis gravidarum 

E. Treat the hyperemesis and not the abnormal thyroid function 

What is the most likely electrolyte derangement in a woman admitted with hyperemesis 

gravidarum (HG)? 

A. Hyperkalaemia, hypernatraemia, hyperchloraemia and ketosis 

B. Hyperkalaemia, hypernatraemia, hypochloraemia and ketosis 

C. Hyperkalaemia, hyponatraemia, hypochloraemia and ketosis 

D. Hypokalaemia, hyponatraemia, hyperchloraemia and ketosis 

E. Hypokalaemia, hyponatraemia, hypochloraemia and ketosis 

What is the estimated rate of mother-to-child transmission (MTCT) of HIV in women 

who are on combination antiretroviral therapy (CART) with undetectable viral load at 

the time of delivery in the UK? 
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A. 0.1%-0.5% 
B. 0.5%-1.0% 
C.  1.0%-1.5% 
D.  1.5%-2.0% 
E. 2.0%-2.5% 


A 30-year-old is offered HIV screening test at booking at 12 weeks of gestation but declines. 
What would be the next step in her management with respect to screening for HIV? 

A. Document in her notes and re-offer testing at her next antenatal visit at 16 weeks of 
gestation 

Document in her notes and re-offer testing at her 28 weeks antenatal visit 

Document in her notes and re-offer testing at her 36 weeks antenatal visit 

Document in her notes and offer rapid testing in labour 

Document in her notes and treat her as potentially positive and offer prophylactic ART to 
her newborn 
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When should a pregnant HIV-positive woman with a viral load of >30,000 HIV RNA 

copies/mL plasma who does not require treatment for herself commence cART? 

At the start of the second trimester 

At the start of the third trimester 

By the 12th week of gestation 

By the 16th week of gestation 

By the 24th week of gestation 

A 40-year-old from Zimbabwe attends for her first antenatal visit at 16 weeks of ges- 

tation. She is counselled about the increased risk of aneuploidy and wishes to have an 

amniocentesis. What would be the most appropriate approach to this procedure? 

A. Defer the procedure until her HIV status is known 

B. Perform an HIV test and the amniocentesis but commence her on ART until the HIV 
results are back 

C. Perform an HIV test if she has no objection and then perform the amniocentesis 

D. Perform the procedure and manage depending on the outcome 

E. Offer rapid HIV test and proceed to perform amniocentesis if negative, and if positive, 
counsel against the procedure and perform an NIPT test 

What should the recommendation be for a 37-year-old HIV-positive woman (diagnosed 

when she booked at 10 weeks of gestation) who has a high-risk combined trisomy 21 test 

at 12 weeks of gestation and wishes to have CVS? She has not been commenced on cART 

yet as she is only 12+4 weeks and her CD4 count is >500 cells/uL. 

Defer invasive testing until the viral load is <5O HIV RNA copies/mL plasma 

Measure HIV viral load and consider invasive testing if <50 HIV RNA copies/mL plasma 

Offer NIPT and only consider invasive testing if it is abnormal 

Perform the CVS but commence on cART 

Perform the procedure as the CD4 count is normal 

A woman on CART has had a spontaneous vaginal delivery following induction of labour 

at 41+4 weeks’ gestation. What measures should be taken to reduce vertical transmission 

to the baby? 

A. Avoid breastfeeding 

B. Avoid breastfeeding and administer triple ART therapy for 4 weeks 

C. Avoid breastfeeding and administer triple ART for 6 weeks 

D. Avoid breastfeeding and commence the baby on zidovudine monotherapy 

E. Avoid breastfeeding and give the baby a 4-week course of zidovudine monotherapy 

A 32-year-old G2P1 presents with lower abdominal pains, which are intermittent. She has 

not had any vaginal discharge or leakage of water per vaginam. She does not have any 

symptoms of urinary tract infection and is apyrexial. She is 28+? weeks pregnant. What 

will be the next stage in her management? 

A. CTG for 30 min to determine the frequency of uterine contractions if any and the state of 

the fetus 

Nifedipine 

Oncofetal fibronectin 

Speculum examination followed by digital examination if indicated 

Ultrasound scan for cervical length 
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A 30-year-old primigravida attends for her anomaly ultrasound scan at 18 weeks of ges- 
tation, and the cervix is suspected to be short. A transvaginal ultrasound scan was per- 
formed, and the cervix measured 20 mm with a closed os. What would be the next logical 
step in the management of this patient? 

A. Commence on nifedipine 

B. Commence on vaginal progesterone 

C. Monitor the cervix weekly and consider a cerclage if its length is less than 15 mm 

D. Offer an interval cervical cerclage 

E. Reassure and offer routine antenatal care 

Who should be offered screening for sickle cell disease and thalassaemia in the UK? 

A. All Afrocarribeans as early as possible 

B. All Afrocarribeans, Asians, middle-Europeans and Mediterranean as soon as possible 
C. All Asians, Afrocarribeans and Mediterranean as soon as possible 

D. All Asians as soon as possible 

E. All women as early as possible 

An ultrasound has been performed on a primigravida at her booking visit. What is the 
crown-rump length (CRL) for measuring nuchal translucency (NT)? 

A. 40-80 mm 


B. 45-84 mm 
C. 45-90 mm 
D. 54-84 mm 
E. 60-85 mm 


A primigravida books for antenatal care at 10 weeks of gestation. What is the recom- 
mended number of antenatal visits she should have assuming that the pregnancy remains 
low risk? 


A. 8 visits 
B. 9 visits 
C. 10 visits 
D. 11 visits 
E. 12 visits 


What is the best approach to assess gestational age for a woman booking with a CRL of 
93 mm? 

A. Abdominal circumference 

B. Biparietal diameter 

C. Femur length 

D. Head circumference 

E. The CRL measurement 

You have booked a 23-year-old rhesus (D) positive primigravida for antenatal care. 
When will you request for screening for atypical antibodies during her pregnancy? 

At booking 

At booking and 28 weeks 

At booking, 28 and 36 weeks 

At booking, 28 weeks and whenever there is a blood sensitizing event 

At booking, 28 weeks and after delivery 
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An anomaly ultrasound scan performed at 20 weeks of gestation on a primigravida shows 

a low-lying placenta. What action will you take on this patient? 

Admit her into the hospital from 32 weeks 

Admit her into the hospital from 34 weeks 

Perform a transvaginal ultrasound scan at 32 weeks to confirm praevia 

Repeat the transabdominal ultrasound scan at 32 weeks 

Request for a transvaginal ultrasound scan to confirm the diagnosis before making a man- 

agement plan 

At what gestational age should an external cephalic version be attempted on a primi- 

gravida who is diagnosed with a breech presentation at 35 weeks of gestation? 

A. At 35 weeks 

B. At 36 weeks 

C. At 37 weeks 

D. At 38 weeks 

E. At 39 weeks 

A 26-year-old haemophilia A carrier is about to have a CVS at 11 weeks of gestation on 

account of an abnormal nuchal translucency. What precaution if any should be under- 

taken prior to this procedure? 

A. Administer factor VIII preparations 

B. Check factor VIII levels 

C. Check factors VII and IX 

D. Check factor VHI and von Willebrand factor (VWF) 

E. Determine if she has any antibodies to factor VUI 

A 30-year-old haemophilia B carrier is now 36 weeks pregnant. What is the greatest risk 

to this woman in view of her carrier status? 

A. Increased risk of antepartum haemorrhage 

B. Increased risk of placental abruption 

C. Increased risk of neonatal intracranial and extracranial haemorrhage 

D. Increased risk of primary postpartum haemorrhage 

E. Increased risk of stillbirth 

A 22-year-old woman attends for her routine anomaly ultrasound scan at 20 weeks and 

informs the team that her partner has severe haemophilia B. The detail scan is normal 

and she is informed that the fetus is male. What advice should be offered to this woman? 

Planned elective CS at 39 weeks of gestation 

Prenatal diagnosis by means of amniocentesis as soon as possible 

Prenatal diagnosis by means of amniocentesis in the third trimester 

Prenatal diagnosis by means of cordocentesis (fetal blood sampling) 

Reassurance and support during the pregnancy 

When would you abandon an attempted ventouse delivery in a 20-year-old primigravida 

who had a delay in the second stage of labour? 

A. After a failed second application of the cup 

B. Delivery is not imminent following two contractions of a correctly applied instrument by 
an experience operator 

C. Ifthe cup comes off after one failed pull 
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D. If the cup comes off after the second application 

E. When there has been no evidence of progressive descent with moderate traction during 
each contraction 

A 26-year-old primigravida is undergoing a trial of vaginal breech delivery. The breech 

is frank with an estimated birth weight of 3100 g. She progressed at a normal rate, but 

the cervix has remained at 7 cm for the past 3 h. The fetal heart rate is normal. What 

would be the next plan for her? 

A. Augment with oxytocinon and manage as for a cephalic presentation 

B. Augment with oxytocinon for 2 h and then re-assess 

C. Proceed to a caesarean section 

D. Re-examine in 2 h and if no progress, perform a CS 

E. Re-examine in 3-4 h and if no progress, perform a CS 

What is the main risk of giving a high dose of oxytocin to a 30-year-old primigravida in 

the management of postpartum haemorrhage? 

A. Fluid retention (from anti-diuretic effect) 

B. Hypertension from fluid retention 

C. Hypotension 

D. Liver injury leading to jaundice 

E. Pulmonary oedema 

What is the estimated overall failure rate of the haemostatic suture in the management of 

primary postpartum haemorrhage? 


A. 10% 
B. 15% 
C. 20% 
D. 25% 
E. 30% 


A 26-year-old G2P1 was induced at 37 weeks following prolonged rupture of fetal mem- 
branes. Labour was augmented with syntocinon following slow progress at 4 cm dilatation. 
She progressed to full dilatation and delivered 6 h after augmentation with syntocinon. 
Syntocinon (10 units) was given IM with the delivery of the anterior shoulder. The mid- 
wife has called you because since the delivery of the placenta, the patients has been bleed- 
ing and has lost a total of 600 mL blood. What will be the first step you will take in her 
management? 

Examine the placenta to see if it is complete 

Empty the bladder by inserting a Foley catheter 

Rub uterine contractions 

Secure an intravenous access with a 14 gauge cannula 

Send blood for cross-matching 
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A 22-year-old woman was seen in the GUM clinic with Chlamydia trachomatis infection. 

What would be regarded as the most suitable treatment for this patient? 

A. Appropriate antimicrobial therapy such as a single dose of oral azithromycin | g, absten- 
tion from sexual intercourse and relevant health education 

B. Appropriate antimicrobial therapy such as a single dose of oral azithromycin 1 g, partner 
notification, and advice to abstain from sex until both index case and current partner have 
been treated 

C. Appropriate antimicrobial therapy such as a single dose of oral azithromycin | g, partner 
notification, advice to abstain from sex until both index case and current partner have 
been treated and relevant health education 

D. Appropriate antimicrobial therapy such as a single dose of oral azithromycin 1 g, partner 
notification, advice to abstain from sex until both index case and current partner have 
been treated, relevant health education and re-testing completed 

E. Appropriate antimicrobial therapy such as a single dose of oral azithromycin 1 g, partner 
notification, advice to abstain from sex (including oral) until both index case and current 
partner have been treated and for 1 week thereafter even when treated at the same time 
and relevant health education 

A 23-year-old woman presents to the Gynaecology Emergency Unit with acute onset of 

lower abdominal pains of 5 days duration. These symptoms started 5 days after unpro- 

tected sexual intercourse. She also complained of a vaginal discharge and right upper 

abdominal pain. She has a temperature but does not suffer from rigors. You examine and 

find lower abdominal tenderness and cervical motion tenderness. You suspect that she 

has Chlamydia salpingitis and perihepatitis and have sent swabs for testing. What first- 

line treatment should she be prescribed? 

Azithromycin | g stat and metronidazole 400 mg four times a day for 10 days 

Azithromycin | g stat and metronidazole 400 mg four times a day for 14 days 

Clindamycin 900 mg daily and metronidazole 400 mg four times daily for 14 days 

Doxycycline 100 mg bd and metronidazole 400 mg four times a day for 14 days 

Ofloxacin 200 mg twice daily and metronidazole 400 mg four times a day for 14 days 

au have seen a 23-year-old woman presenting to the Gynaecology Emergency Unit 

of your hospital with dysuria and a urethral discharge. You suspect that she may have 

Chlamydia trachomatis genital infection. What would be the most appropriate action to 

take in her management? 

A. Give her 1 g azithromycin as a single dose after obtaining specimens for NAAT and culture 

B. Obtain endocervical swabs for NAAT and culture and sensitivity and then give | g 
azithromycin as a single dose but review with sensitivity result 

C. Obtain urethral swabs for diagnosis with NAAT and then give | g azithromycin as a single 
dose 

D. Obtain urine sample for NAAT and await rapid result and then give | g azithromycin as a 
single dose 

E. Obtain vaginal swab for diagnosis with NAAT and then give 1 g azithromycin as a single dose 
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A 30-year-old woman was listed for laparoscopic tubal occlusion. She attends for this 

procedure and just before going home you note that this was performed on day 25 of a 

28-day cycle. What must you tell her before she goes home? 

A. That there is a small risk that the blastocyst has already passed the site of the tubal 

occlusion 

To abstain from sexual intercourse until the next period 

To continue with an additional effective contraception for the next 1 month 

To take emergency contraception if her period is delayed 

To use a barrier method of contraception until her next period 

What i is the risk of laparotomy following a laparoscopic tubal occlusion procedure? 

A. Upto 1 in 1000 

B. Upto 2 in 1000 

C. Upto 3 in 1000 

D. Upto 4in 1000 

E. Upto5 in 1000 

The UK Medical Eligibility Criteria for Contraceptive use (UKMEC) provides evidence- 

based recommendations on the use of contraceptive methods in the presence of different 

medical and social factors, thus ensuring that the most appropriate method of contracep- 

tion can be selected for them. What is the definition of UK MEC Category 2? 

A. A condition for which there is no restriction for the use of the contraceptive method 

B. A condition where the advantage of using the method generally outweighs the theoretical 
or proven risks 

C. A condition where the theoretical or proven risk usually outweighs the advantages of 
using the method. Provision of the method requires expert clinical judgement and/or 
referral to a specialist since use of the method is not usually recommended unless other 
more appropriate methods are not available or acceptable 

D. Acondition which represents an unacceptable health risk if the contraceptive method is not used 

E. A condition in which risk of using the contraceptive method is minimal but acceptable to 
the woman provided she understands the risks involved 

A 45-year-old mother of three had a copper intrauterine device (Cu-IUD) inserted 4 months 

ago for contraceptive purposes. Since then, she has suffered from spotting and sometimes 

heavier and longer bleeding periods. She has attended because she is frustrated and wants 

to have the device removed. What would be the most appropriate step to take in this woman? 

A. Offer hysteroscopy and biopsy 

B. Prescribe a low-dose combined oral contraceptive pill for a few months 

C. Reassure her and reassess in 2 months if the bleeding continues 

D. Remove the device and offer her a hysteroscopy 

E. Screen for infection and cervical pathology and once excluded, continue with contraception 

A 51-year-old woman who is on the combined oral contraceptive pill (COCP) is seen for 

follow-up. She has been on the combined pill for the past 7 years. What advice will you 

give her? 

To change to another method such as the Mirena®, POP or implant 

To change to a barrier method 

To continue with this for another 2 years if she is using a low-dose COCP 

To stop and check her estradiol levels 

To stop and check her FSH levels 
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A 48-year-old woman was seen in the Gynaecology Clinic with severe menopausal 
symptoms. She had been amenorrhoeic for 6 months. Following counselling she opted 
for HRT in the form of estrogens only tablets but chose the LNG-IUS for endometrial 
protection. How long is this device licensed for use in endometrial protection in this 
woman? 


A. 3 years 
B. 4 years 
C. 5 years 
D. 6 years 
E. 7 years 


Ectopic pregnancy remains an important cause of maternal mortality in the 
UK. What percentage of those presenting to Early Pregnancy Units have ectopic 


pregnancies? 
A. 1%-2% 
B. 2%-3% 
C. 3%-4% 
D. 4%-5% 
E. 5%-6% 


A 30-year-old woman presents with symptoms highly suggestive of an ectopic pregnancy. 

A transvaginal ultrasound scan is performed. What is the most common ultrasound find- 

ing in those with an ectopic pregnancy? 

A. A thickened endometrium and no adnexal masses 

B. Anempty extrauterine gestational sac 

C. An extrauterine gestational sac with a yolk sac 

D. An extrauterine gestational sac with a yolk sac and/or an embryonic pole with or without 
cardiac activity 

E. An inhomogeneous or non-cystic adnexal mass 

A diagnosis of a cervical pregnancy has been made in a 36-year-old woman who had two 

previous normal deliveries. Serum $-hCG has been quantified to help plan for her man- 

agement. At what §-hCG level will there be a decreased chance of successful treatment 

with methotrexate? 


A. Greater than 5000 IU/L 
B. Greater than 7500 IU/L 
C. Greater than 8000 IU/L 
D. Greater than 9000 IU/L 
E. Greater than 10000 IU/L 


A laparoscopic salpingotomy was performed on a 32-year-old woman who has a fertility- 
reducing factor (previous ectopic pregnancy treated by salpingotomy). What follow-up 
monitoring will you recommend for this woman? 

Serum B-hCG on days 4 and 7 after surgery and then weekly until negative 

Serum B-hCG on days 4 and 7 and then weekly until it falls below 15 IU/L 

Serum B-hCG on days 7 after surgery and then weekly until negative 

Serum B-hCG on day 7 after surgery and then twice weekly until negative 

Serum B-hCG on days 7 after surgery and then weekly until it is less than 15 IU/L 
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A 24-year-old woman diagnosed with an ectopic pregnancy has elected to have treatment 
with methotrexate. She has been given 50 mg/m? of the cytotoxic drug. What would be the 
estimated success rate of a single-dose injection of methotrexate in this woman? 

A. 45%-65% 


B. 45%-75% 

C. 55%-15% 

D. 55%-85% 

E. 65%-95% 

What is the most common gynaecological cancer in the UK? 
A. Cervical 


B. Choriocarcinoma 

C. Endometrial 

D. Ovarian 

E. Vaginal 

You performed an endometrial biopsy on a 60-year-old postmenopausal woman who was 
referred to the Gynaecology Clinic by her GP with a 1 week history of vaginal bleed- 
ing. The histology report is negative for pathology. In approximately what percentage of 
women like her will the diagnosis of endometrial hyperplasia be missed with outpatient 
endometrial biopsy? 


A. <1% 
B. 1% 
C. 2% 
D. 3% 
E. 4% 


A 38-year-old woman who is known to have polycystic ovary syndrome is seen in the 
clinic with 9 months amenorrhoea. A transvaginal ultrasound scan shows a 6-mm-thick 
but regular endometrium. What recommendation would you offer this patient? 

A. Commence on progestogens 

B. Commence on the combined oral contraceptive pill 

C. Hysteroscopy and biopsy 

D. Outpatient endometrial biopsy 

E. Reassure and rescan in 6 months 

You saw a 63-year-old woman with postmenopausal bleeding of 1 week duration in the 
gynaecology clinic. A pipelle endometrial biopsy was performed and reported as hyper- 
plasia without atypia. An ultrasound was ordered, and the report is as follows: ‘normal 
size uterus with a thickened endometrium, which measures 5 mm in its widest diameter. 
There is a right ovarian cyst, which measures 6 x 7 cm. There is no increased vascularity 
around the cyst wall on colour Doppler’. What will be the next step in her management? 
Arrange a diagnostic laparoscopy 

Arrange insertion of the levonorgestrel intrauterine system 

Commence her on progestogens — oral 

Discuss a hysterectomy and bilateral salpingo-oophorectomy 

Obtain blood for ovarian tumour markers test 
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What will you recommend as the first-line treatment for a 55-year-old woman diag- 
nosed with endometrial hyperplasia without atypia following a pipelle endometrial 
biopsy? 

Dihydrogesterone 10—20 mg daily 

Medroxyprogesterone acetate 10-20 mg daily continuously 

Norethisterone acetate 10-15 mg daily 

Sequential medroxyprogesterone acetate 10 mg 

The levonorgestrel intrauterine system (Mirena) 
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A 48-year-old woman presents with irregular and heavy bleeding of 6 months duration. 
Her BM is 32 kg/m?. An endometrial biopsy is performed and this has been reported as 
hyperplasia with atypia. What will be the first treatment option you will recommend for 
this patient? 

Hysterectomy and bilateral salpingectomy 

The levonorgestrel intrauterine system 

The levonorgestrel intrauterine system and six monthly endometrial biopsies 

Total hysterectomy 

Total hysterectomy and bilateral salpingo-oophorectomy 


moan 


You are running a routine Gynaecology Clinic when a couple attend with fertility prob- 
lems. Approximately what proportion of heterosexual couples in the UK present with 


infertility? 
A. 1:4 

B. 1:5 

Cc. 1:6 

D. 1:7 

E. 1:10 


You have seen a 28-year-old woman with her 30-year-old partner in the clinic complain- 
ing of difficulties in achieving a pregnancy despite 2 years of unprotected sexual inter- 
course. In what proportion of such couples will the infertility be unexplained? 


A. 10% 
B. 20% 
C. 25% 
D. 30% 
E. 40% 


A 30-year-old woman is seen in the clinic having tried for 12 months to become preg- 
nancy unsuccessfully. She and her partner are investigated and no obvious cause for the 
infertility is found. What would the recommendation for this couple be? 


Consider inducing ovulation and artificial insemination with husband’s semen 
Consider inducing ovulation with clomifene citrate 

Consider inducing ovulation with gonadotrophins 

Refer for IVF 

To continue trying for another 12 months after which they will be referred for IVF 
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A couple visited the Infertility Clinic for counselling and management. The man is unable 
to have penetrative sexual intercourse and it was decided that they would best be man- 
aged by artificial insemination. Which type of insemination will give the best outcome (in 
terms of pregnancy) for the couple? 

A. Intracervical insemination with fresh sperm 

B. Intracervical insemination with frozen-thawed sperm 

C. Intrauterine insemination with fresh sperm 

D. Intrauterine insemination with frozen-thawed sperm 

E. Intravaginal insemination with either fresh or frozen-thawed sperm 

A 38-year-old woman presents with suprapubic pain related to her bladder and associ- 
ated with urgency and nocturia. The pain is described as burning in nature. A urine 
sample is obtained for dipstick test and the result is positive for protein and leucocytes. 
A sample of the urine is sent for culture and this yields sterile pyuria. What would be the 
next investigation for this woman? 

A. Biopsy of the bladder for histology 

B. Cystoscopy 

C. Repeat urine culture 

D. Ultrasound scan of the kidneys and bladder 

E. Urine culture for acid-fast bacilli 

A 40-year-old woman is referred by her GP to the urogynaecology unit with what is most 
likely bladder pain syndrome. What factor at her first consultation is likely to have the 
greatest impact on her chances of complete recovery at follow-up? 

A. A favourable rating of the initial consultation 

B. Counselling on the course of the condition 

C. Effectiveness of the treatment offered and accepted 

D. The duration of her symptoms 

E. The thoroughness of the history and investigations 

A 37-year-old woman was diagnosed with bladder pain syndrome (BPS) 9 months ago 
and started on conservative measures. She has had various combinations of these mea- 
sures including paracetamol for her pain but remains refractory to treatment. What 
would be the next approach to her management? 

A. Intravesical injection of botulinum toxin A (Botox) 

B. Intravesical lidocaine 

C. Neuromodulation 

D. Oral cimetidine 

E. Oral amitriptyline 

What is the estimated proportion of women in the reproductive age who suffer from pre- 
menstrual syndrome (PMS)? 

10% (1 in 10) 

20% (1 in 5) 

25% (1 in 4) 

33% (1 in 3) 

40% (2 in 5) 
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A 30-year-old woman has been suffering from depression and mood swings which she 

feels are related to her periods for the past few years. These issues have a significant 

impact on the quality of her life. The GP has referred her to the Gynaecology Clinic for 

assessment and treatment. What is required to help make the diagnosis of PMS in this 

patient? 

A. A detailed history demonstrating the relationship of the symptoms with the luteal phase 
of the menstrual cycle and how these impact on her daily activity 

B. Completing the premenstrual Symptoms Screening Tool (PSST) over a 2-month period 

C. Prospective recording of symptoms in a diary such as the Daily Record of Severity of 
Problems (DRSP) over two cycles 

D. Retrospective diary of her symptoms at the clinic visit 

E. Thorough history to exclude other causes of her symptoms prior to making a diagnosis, 
which is based on exclusion 

A young Librarian has been referred to the clinic with symptoms suspicious of PMS. 

A review of her 2 months prospectively completed symptom diary is not conclusive with 

respect to the diagnosis of PMS. What should be the next step in her evaluation? 

A. Commence her on the combined oral contraceptive pill (if there are no contraindications) 
for 3 months and then reassess her symptoms 


B. Commence her on Danazol 200 mg daily for 3 months and then reassess her symptoms 

C. Commence her on a GnRH agonist for 2 months and then reassess her symptoms 

D. Commence her on a GnRH agonist for 3 months and then reassess her symptoms 

E. Give a diagnostic trial of an SSRI for 3 months and review her response to the 
treatment 

What is the estimated incidence of ovarian cysts in postmenopausal women? 

A. 2%-10% 

B. 3%-10% 

C. 3%-15% 

D. 4%-20% 

E. 5%-17% 


A 60-year-old woman presents with a sudden onset lower abdominal pain for the past 
24 h. She has otherwise been well. She has had two normal vaginal deliveries, the last of 
which was 20 years ago. She was examined and suspected to have a right ovarian cyst. 
What would be the initial assessment of this woman? 

Pelvic ultrasound 

Pelvic ultrasound scan and CA125 (T) 

Pelvic ultrasound, CA125 and CA19-9 

Pelvic ultrasound scan, CA125, CA19-9 and @FP 

Pelvic ultrasound scan, CA125, CA19-9, wFP and lactate dehydrogenase (LDH) 

A GP sees a 59-year-old postmenopausal woman in the surgery with lower abdominal 
pain of sudden onset. She examines her and suspects a pelvic mass. When should she 
refer this woman urgently to specialist services? 

A. An adnexal mass is palpated to be approximately 6 cm in diameter 

B. An adnexal mass is palpated to measure approximately 10 cm in diameter 
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C. She is confirmed on clinical examination to have an abdominal mass 

D. She is confirmed on clinical examination to have a pelvic mass 

E. She is confirmed on clinical examination to have a mass with fixed nodularity 

What is the estimated percentage of the calculated typical blood volume lost in the acute 
phase of severe OHSS in a 30-year-old woman who has undergone ovarian hyperstimula- 
tion and egg retrieval? 


A. 5% 

B. 10% 
C. 15% 
D. 20% 
E. 25% 


A 32-year-old woman underwent superovulation with a gonadotrophin and developed 
OHSS. When will this OHSS be classified as early onset? 

A. Onset within 24 h of hCG trigger 

B. Onset within 24 h of pregnancy 

C. Onset within 48 h of hCG trigger 

D. Onset within 7 days of pregnancy 

E. Onset within 7 days of hCG trigger 

You are operating with your consultant and a Foundation Year 1 doctor on a difficult 
abdominal hysterectomy for endometriosis. The uterus has been removed but you stick 
the needle accidentally into the finger of the Foundation Year doctor. PEP has been pre- 
scribed for him. How long should he or she take PEP for? 


A. 3 days 
B. 7 days 
C. 28 days 
D. 60 days 
E. 90 days 


You have seen a 19-year-old girl with a history highly suspicious of a pelvic inflammatory 
disease. What is the most common organism for PID in such young girls? 

A. Chlamydia trachomatis 

B. Gardnerella vaginalis 

C. Mycoplasma genitalium 

D. Neisseria gonorrhoea 

E. The anaerobe Prevotella 

A 26-year-old woman presents with bilateral lower abdominal pain and a vaginal dis- 
charge of 3 days duration. She also has a temperature of 37.8°C. She had a copper 
intrauterine device inserted 2 years ago for contraception. You have taken swabs for 
microbiology and provisionally think she has acute PID. What would be the advice with 
respect to the IUD? 

Commence her on antibiotics and leave the IUD in-situ 

Leave the IUD in-situ until course of antibiotics is completed and reassess 

Leave the IUD in-situ and review 24 h after commencing antibiotics 

Leave the IUD in-situ and review 48 h after commencing antibiotics 

Removal of the IUD should be considered as it may be associated with better short-term 
clinical outcomes 
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A 37-year-old woman presents with urinary incontinence associated with coughing and 

when she is doing her aerobic exercises. Following examination, what will be the next 

stage in her management? 

Assess pelvic floor muscle contractions 

Categorize her urinary incontinence 

Refer for urodynamics 

Request for a 3-day voiding diary 

Send a mid-urine sample for microscopy, culture and sensitivity 

A 40-year-old woman has been diagnosed with an overactive bladder and you decide to 

commence her on drug treatment. What discussion should take place prior to starting 

the treatment? 

A. That failure to respond by 6—8 weeks indicates failure of medical treatment 

B. That the adverse side effects such as dry mouth and constipation may indicate that the 
treatment will not be effective 

C. That the full benefits may not be seen until they have been taking the treatment for 
4 weeks 

D. That treatment is only effective for 6-9 months 

E. That urodynamics is essential to assess the response to treatment 

A 51-year-old woman, with a BMI of 30 kg/m’, presents with severe vasomotor symp- 

toms for the past 12 months. These symptoms have been gradually getting worse, and 

she is struggling to cope with them. She has had three normal vaginal deliveries and is 

otherwise well. You have examined and found nothing abnormal. Her last cervical smear 

performed 12 months ago was normal. How will you manage her vasomotor symptoms? 

Clonidine for 5 years 

Combined oestrogen-progesterone HRT for 5 years 

Combined oestrogen-progesterone HRT for 5 years 

Oestrogen-only HRT for 5 years 

Non-pharmaceutical treatment such as cognitive behaviour therapy (CBT) for 5 years 

What treatment should be offered to a 55-year-old woman who attained menopausal 

4 years ago and is now presenting with a dry vagina, loss of libido and irritation? She has 

not had any surgery and has no medical problems. 

A. Cognitive behavioural therapy and moisturizers for as long as needed to relieve symptoms 

B. Combined oestrogen and progestogen hormone replacement therapy 

C. Combined oestrogen and progestogen and moisturizers hormone replacement therapy for 
as long as needed to relieve symptoms 

D. Vaginal oestrogen and moisturizers for as long as needed to relieve symptoms 

E. Vaginal oestrogen for 6 months 

A 27-year-old woman presents in primary care with heavy menstrual bleeding (HMB) 

for 3 years. Her periods are regular, but she bleeds very heavily for 3 days, followed by 

prolonged bleeding for 5 days. Prior to this, her periods were also regular but the bleed- 

ing was heavy for 2 days and the total duration of her menstruation was 4-5 days. Her 

periods occur every 30 days. She has had two normal vaginal deliveries and was steril- 

ized 3 years ago. She is otherwise healthy. What investigation should be carried out in 

primary care prior to commencing her on pharmacological treatment? 

A. A full blood count 

B. Measurement of endometrial thickness 
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C. Physical examination 

D. Thyroid function test 

E. Transabdominal ultrasound scan 

Which symptom will be suggestive of a histological abnormality in a 36-year-old woman 
presenting with heavy menstrual bleeding of 2 years duration? 

A. Bleeding associated with intermenstrual bleeding 

B. Bleeding associated with pain 

C. Bleeding associated with superficial dyspareunia/loss of libido 

D. Bleeding associated with symptoms of anaemia 

E. Bleeding associated with the passage of clots 

A 38-year-old woman presents to her primary care physician with heavy menstrual 
bleeding of 2 years duration. When should performing a physical examination prior to 
commencing medical treatment be considered? 

A. She gives a family history of uterine fibroids 

B. The bleeding is heavy enough to affect the quality of life 

C. The levonorgestrel intrauterine system is being considered as a treatment option 

D. The patient has had two mid-trimester miscarriages 

E. There are associated premenstrual symptoms severe enough to warrant treatment 

What is the most effective method of emergency contraception (EC)? 

A. Levonorgestrel 1500 ug (Levonelle®) (LNG) 

B. The copper intrauterine device (Cu-IUD) 

C. The levonorgestrel intrauterine system (LNG-IUS/Mirena) 

D. Ulipristal acetate (UPA) (EllaOne®) 

E. Yuzpe method 

For about how long are viable sperms present in the upper genital tract after unprotected 
sexual intercourse? 

1 day (24 h) 

2 days (48 h) 

3 days (72 h) 

4 days (96 h) 

5 days (120 h) 

A 25-year-old woman who had a normal vaginal delivery and did not wish to conceive 
for at least 9 months and is combining breast- and bottle-feeding attends for counselling 
about contraception. When would emergency contraception be recommended if she were 
to have unprotected sexual intercourse? 

A. From immediately after discharge from the hospital 

B. From 2 weeks (from day 14) after delivery 

C. From 3 weeks (from day 21) after delivery 

D. From 4 weeks (from day 28) after delivery 

E. From 6 weeks (from day 42) after delivery 

What proportion of uterine malignancies are due to sarcomas? 
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A. 1%-2% 

B. 2%-7% 
C.  7%-15% 
D. 10%-15% 
E. 15%-20% 
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50. A 47-year-old woman presents with an abdominal mass that has been increasing in size 
associated with pressure symptoms and heavy menstrual bleeding. You examine her and 
suspect a uterine fibroid; however, the increasing size suggests the need to exclude a leio- 
myosarcoma. What first investigation will you offer this woman? 

Computed tomographic scan (CT scan) 

Magnetic resonance imagining (MRI) 

MRI spectroscopy and dynamic contrast-enhanced MRI 

Positron emission tomography (PET/CT) with fluorodeoxyglucose (FGD) 

Ultrasound scan with colour Doppler 
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What is the estimated number of lives per year that the cervical cancer screening pro- 
gramme saves in England? 


A. 1500 
B. 2500 
C. 3500 
D. 4500 
E. 5500 


A 56-year-old woman had a routine cervical cytology that was reported as high-grade 
squamous dyskaryosis. She was offered colposcopy and treatment for CIN 3. At her 
6 months follow-up cytology, she was found to have low-grade squamous dyskaryosis. An 
HPV test of cure was therefore performed and reported as negative. What would be the 
plan for this woman’s follow-up? 

A. Follow-up cytology at 6 months 

B. Follow-up cytology at 12 months 

C. Follow-up cytology at 3 years and then every 5 years 

D. Follow-up cytology at 3 years and then every 3 years 

E. Refer back to routine recall, which is every 5 years 

A 43-year-old woman attended for her 6-month follow-up cytology and test of cure fol- 
lowing the treatment for CIN 2. The result is borderline changes (squamous) and HPV 
positive. What should be offered to this woman? 

A. Colposcopy and follow-up cytology at 6 months 

B. Colposcopy and follow-up cytology and test of cure at 6 months 

C. Colposcopy and follow-up cytology with test of cure at 12 months 

D. Cytology and follow-up at 6 months and then yearly for 3 years 

E. Cytology and follow-up cytology at 6 months and then every 12 months for 10 years 
What would be a reliable means of assessing current ovarian function and therefore pre- 
diction of fertility in a childhood survivor of cancer treatment? 

Anti-Miillerian hormone (AMH) 

Follicular-phase follicle stimulating hormone (FSH) 

Luteal phase progesterone 

Menstrual regularity 

Ovarian ultrasound scan 

A 17-year-old childhood survivor of cancer is seen with primary amenorrhoea. Various 
investigations are performed, and she is then offered what is considered adequate cyclical 
hormone replacement. She, however, fails to have a withdrawal bleed. What is the impli- 
cation of this response? 

That she has hypergonadotrophic hypogonadism 

That she has hypogonodrophic hypogonadism 

That she has hypothalamic dysfunction 

That her uterine function has been compromised by the treatment 

That there is likely to be atresia of the vagina following treatment 
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You see a 55-year-old woman with symptoms of bladder storage consisting of urgency 
with urge incontinence, frequency and nocturia. You suspect that she has an overactive 
bladder. She does not have any signs of prolapse, and her BMI is 26 kg/m?. What would 
be the first-line treatment for this patient’s symptoms? 

Antimuscarinic drugs 

Bladder retraining 

Pelvic floor exercises 

Vaginal oestrogen 

Weight loss 

A 65-year-old woman has been assessed and offered botulinum toxin for the treatment of 
her refractory overactive bladder. What must she be trained to do before this treatment 
can be started? 

To accurately keep a voiding diary 

To learn to tolerate the minor side effects of this treatment 

To reduce her fluid intake including caffeine 

To undertake intermittent self-catheterization 

To undertake regular pelvic floor exercises 

A 68-year-old woman with refractory overactive bladder was seen and assessed to be 
suitable for Botulinum toxin. What important investigation must be performed before 
she is commenced on this treatment? 
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A. Cystoscopy 

B. Culture of urine 

C. Examination under anaesthesia 

D. Frequency and volume chart (voiding diary) 

E. Urodynamics 

What is the main advantage of robotic surgery over laparoscopic surgery? 

A. Better precision and microsurgical dissection 

B. Decreased hospital stay 

C. Improved cosmesis 

D. Less pain after surgery 

E. Quicker recovery for the patient 

A 46-year-old woman underwent a subtotal hysterectomy as a treatment for heavy men- 
strual bleeding. In approximately what percentage of women who have had a subtotal 
hysterectomy will persistent cyclical bleeding be a symptom? 


A. <3% 
B. 5% 

C. 10% 
D. 15% 
E. 20% 


You see a 40-year-old woman with heavy menstrual bleeding and uterine fibroids to dis- 
cuss treatment options. Which is the most cost-effective treatment option that will guar- 
antee amenorrhoea in this woman? 

A. Endometrial ablation 

B. GnRH agonist 

C. Hysterectomy 


61 


SBA QUESTIONS — SBA GYNAECOLOGY: PAPER II 


12. 


13. 


14. 


15. 


16. 


17. 


62 


D. The levonorgestrel intrauterine system (Mirena) 

E. Uterine artery embolization 

A hysterectomy was offered to a 37-year-old woman with heavy menstrual bleeding that 
was refractory to medical treatment. What would be the main advantage of a subtotal 
hysterectomy over a total hysterectomy? 

A. Better sexual/orgasmic satisfaction 

B. Lower morbidity 

C. Reduced impact on ovarian function 

D. Reduced incidence of bladder dysfunction 

E. The surgical expertise required to perform it is less than that for a total hysterectomy 
What is the commonest cause of vulval itching in children? 

A. Atopic vulvitis 

B. Contact dermatitis 

C. Lichen sclerosus 

D. Vulvovaginal candidiasis 

E. Vulval seborrhoeic eczema 

What is the definition of recurrent vulvovaginal candidiasis? 

A. Recurrent candidiasis infection of at least two episodes per year 

B. Recurrent candidiasis infection of more than three attacks per year 

C. Recurrent candidiasis infection of more than four attacks per year 

D. Recurrent candidiasis infection of more than five attacks per year 

E. Recurrent candidiasis infection of more than six attacks per year 

What is the British Association of Dermatologists recommended treatment regimen for 
lichen sclerosus? 


A. Clobetasol propionate (0.05%) over 3 months 

B. Oral clotrimazole 100 mg weekly for 6 months 

C. Systemic and topical steroids for 6 months 

D. Taking a daily bath with the application of clobetasol propionate for 6 months 
E. Topical steroids for 3 months 

Approximately what proportion of women affected by tubo-ovarian abscess are 
nulliparous? 

A. 20% 

B. 30% 

C. 40% 

D. 50% 

E. 60% 


What is the most common cause of tubo-ovarian abscess (TOA) in women of reproductive 
age? 


A. Ascending pelvic inflammatory disease 
B. Appendicitis 

C. Diverticulitis 

D. Pyelonephritis 

E. Tuberculous salpingitis 
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A 25-year-old woman is admitted with lower abdominal pain associated with a fever 
and diarrhoea. She also had a history of painful micturition and a purulent urethral 
discharge a week before. When she is examined, there is localized tenderness to the left 
lower abdomen with a suspicious mass. A diagnosis of a tubo-ovarian abscess (TOA) is 
suspected, and an ultrasound scan is ordered. What finding from blood investigations is 
the most sensitive predictor of TOA? 

High blood lactate 

High C-reactive protein 

High erythrocyte sedimentation rate (ESR) 

Raised interleukin 6 

. Raised white blood cell count 

What proportion of patients admitted into an acute medical ward in hospitals in the UK 
may lack mental capacity to make a decision relevant to the episode of admission? 

A. 10% 
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B. 20% 
C. 30% 
D. 40% 
E. 50% 


A 30-year-old woman with learning disability is seen in the gynaecology clinic with sig- 

nificant menstrual disturbances. What will be useful in determining mental capacity in 

this woman? 

A. The ability of the assessor (clinician) to determine whether there is any disturbance in the 
functioning of her mind 

B. The ability of the assessor (clinician) to determine whether there is any impairment in the 
functioning of her mind 

C. The ability of the assessor to determine whether the patient is able to comprehend 

D. The principle of the two-stage test of capacity (diagnostic and functional components) 

E. The rationality of patient to make a decision considered logical by the clinician 
(assessors) 

A 37-year-old woman had treatment for cervical cancer by trachelectomy 2 years ago. 

She presents with active bleeding after 8 weeks amenorrhoea. An ultrasound scan is 

performed, and there is an irregular gestational sac measuring 30 mm in diameter and a 

10-mm fetal pole with no obvious fetal heart activity. A diagnosis of a missed miscarriage 

is made. What would be the recommended treatment? 

A. Expectant management 

B. Hysterotomy 

C. Medical management 

D. Removal of the cervical cerclage and evacuation 

E. Surgical evacuation 

A 35-year-old woman has had trachelectomy as a treatment for cervical cancer stage 

1A2. What advice should she be given with regard to contraception and the timing of 

trying to conceive? 

A. She should commence contraception and continue for at least 3 months before she starts 
trying for a baby 
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B. She should commence contraception and continue for at least 4 months before she starts 


trying for a baby 

C. She should commence contraception and continue for at least 5 months before she starts 
trying for a baby 

D. She should commence contraception and continue for at least 6 months before she starts 
trying for a baby 


E. She should commence contraception and continue for at least 12 months before she starts 
trying for a baby 

Approximately what proportion of women who conceive after trachelectomy do so after 

assisted reproduction? 


A. 30% 
B. 40% 
C. 50% 
D. 60% 
E. 70% 


A 33-year-old woman has been diagnosed with carcinoma of the cervix stage 1A2. 
She has been offered fertility-sparing surgery in the form of trachelectomy. What does 
this procedure entail? 

A. Removal of the cervix 

B. Removal of the cervix and parametrial tissue 

C. Removal of the cervix, parametrium and parametrial nodes 

D. Removal of the cervix, upper vagina and parametrium 

E. Removal of the cervix, upper vagina, parametrium and lymph nodes 

What is the difference in action between Levonelle (levonorgestrel) and EllaOne (ulipris- 
tal acetate - UPA) as emergency contraceptives? 

A. UPA acts only up to the pre-ovulatory surge, while Levonelle works up to just the LH peaks 
B. UPA inhibits fertilization, while Levonelle inhibits implantation 

C. UPA remains effective for 120 h, while Levonelle remains active for 48 h 

D. UPA slows down oviductal transport, while Levonelle prevents implantation 

E. UPA works only up to the LH peak, while Levonelle works up to the pre-ovulatory surge 
What is the failure rate of female sterilization? 


A. 1:100 
B. 1:200 
C. 2:1000 
D.  1:1000 
E. 1:2000 


A 45-year-old woman is on the progesterone-only pill containing desogestrel. What 
would be considered a missed pill in this woman? 

Delay in taking the pill by more than 3 h 

Delay in taking the pill by more than 6h 

Delay in taking the pill by more than 12 h 

Delay in taking the pill by more than 24h 

Delay in taking the pill by more than 8h 
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A 45-year-old woman whose periods are regular has been referred by her GP for coun- 
selling on effective contraception. What basic examination and investigations should be 
performed prior to commencing her on the combined hormonal contraception? 

A. Check cervical smear history, measure BP and BMI and offer STI screening and then 
perform a pregnancy test 

Measure BP and BMI and check for STI 

Measure BP and BMI and examine breast and serum cholesterol levels 

Pelvic examination, pregnancy test, measure BP and BMI and check for STI 

Pregnancy test and measure BP and BMI 
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A 24-year-old woman has attended the clinic following a serious sexual assault. 
Which type of sexual intercourse poses the greatest risk for HIV transmission in this 
woman? 

A. Penetrative anal intercourse where there is interruption of ejaculation 

B. Penetrative unprotected anal intercourse 

C. Penetrative unprotected vaginal intercourse 

D. Penetrative vaginal intercourse where there is interruption of ejaculation 

E. Unprotected oral intercourse 


You have seen a 21-year-old student who was a victim of rape. What recommenda- 
tion will you offer with respect to HIV post-exposure prophylaxis post-sexual assault 
(PEPSE)? 

This must be commenced as soon as possible but within 72 h and for 4 weeks 

To be commenced as soon as possible and for 4 weeks 

To be commenced as soon as possible but within 48 h for 4 weeks 

To be commenced as soon as possible but within 24 h for 4 weeks 

To be commenced as soon as possible but within the first 1-6 h and for 4 weeks 
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You have just seen a 19-year-old girl in the Accident and Emergency who reports a sexual 
assault. She is found to have minor injuries that do not require suturing. What would be 
the most appropriate step to take in her management? 

Clean and dress these injuries 

Obtain DNA samples for evidence and then arrange for these to be cleaned 

Not to clean until samples have been taken for DNA evidence 

Take photographs and then clean and dress them 

Take photographs, clean and leave them until a forensic examination has been 
undertaken 
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A 20-year-old girl has been seen with a report of sexual assault. She is considering a 
forensic medical examination. What advice should she be given prior to evidence being 
collected? 

Not to wash, wipe herself or eat and drink 

Not to wash, wipe or use sanitary towels until forensic samples have been collected 

Not to wash or wipe herself 

Not to wash or wipe herself and not to drink or pass urine 

Not to wash or clean herself or change her clothes 
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What is the average age at menopause in the UK? 

A. 48-49 years 

B. 49-50 years 

C. 50-51 years 

D. 51-52 years 

E. 52-53 years 

What will you consider postmenopausal bleeding in a woman who has been referred to 

the gynaecology clinic for investigations? 

A. Vaginal bleeding in a woman over the age of 50 years after a period of amenorrhoea 

B. Vaginal bleeding in a woman over the age of 50 years after a period of amenorrhoea 
regardless of pathology but excluding bleeding that occurs with sequential hormone 
replacement therapy 

C. Vaginal bleeding that occurs 6 months after the menopause regardless of the cause but 
excluding bleeding that occurs with sequential hormone replacement therapy 

D. Vaginal bleeding that occurs 3 months after the menopause regardless of the cause but 
excluding bleeding that occurs with sequential hormone replacement therapy 

E. Vaginal bleeding that occurs 1 year after the menopause regardless of the cause but 
excluding bleeding that occurs with sequential hormone replacement therapy 

Approximately what percentage of women who go through physiological menopause 

experience hot flushes? 

A. 50%-60% 

B. 60%-70% 

C. 70%-80% 

D. 80%-90% 

E. 90%-100% 

What is the current recommendation for the use of vaginal meshes in pelvic organ prolapse? 

A. Anterior repair 

B. Apical repairs 

C. Enterocele repair 

D. Posterior repair 

E. Recurrent prolapse where other procedures have failed 

A 58-year-old woman has been diagnosed with endometrial cancer following investiga- 

tions that included histology on an endometrial biopsy. She had surgery and has returned 

for review 2 weeks after the surgery. What will be the most important factor in providing 

a guide to prognosis? 

A. Depth of myometrial invasion 

B. Histological type of the malignancy 

C. Lymphovascular space invasion 

D. Stage of the disease 

E. Volume of the tumour 

A 55-year-old woman has been diagnosed with cervical cancer. She was offered surgery 

as this was staged as ITA. What would be an indication for adjuvant radiation with or 

without chemotherapy? 

A. Grade 3 disease and lymph node involvement 

B. Lymphovascular space invasion 

C. Parametrial extension 
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D. Stromal invasion of 50% 

E. Tumour size of 2 cm 

A 45-year-old woman presents with irregular vaginal bleeding, a foul-smelling vaginal 
discharge and coital bleeding. At pelvic examination, she was suspected to have cervical 
cancer, which has been confirmed on biopsy. What will be the modality of choice for local 
staging of the cervical cancer? 

Computer tomography scan (CT scan) 

Examination under general anaesthesia 

Magnetic resonance imaging 

Positron emission tomographic scan (PET-SCAN) 

Ultrasound scan 

A woman who underwent treatment for a gynaecological cancer is admitted with bowel 
obstruction. What type of gynaecological cancer is most commonly associated with bowel 
obstruction? 
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A. Cervical cancer post-radiotherapy 

B. Epithelial ovarian cancer 

C. Endometrial cancer post-radiotherapy 

D. Germ cell ovarian cancer 

E. Stroma ovarian cancer 

What is the 5-year survival of ovarian cancer in the UK? 


A. 10%-20% 
B. 20%-30% 
C. 30%-40% 
D. 40%-50% 
E. 50%-60% 


What is the main cause of death in women with epithelial ovarian cancer? 

A. Brain metastasis 

B. Bowel obstruction and its complications 

C. Disseminated disease 

D. Secondaries in the liver 

E. Renal failure 

What is the best investigation to identify extrapelvic disease in patients being considered 
for exenterative surgery for recurrent gynaecological cancer? 

Abdominal X-ray 

Computer tomography (CT) scan 

Magnetic resonance imaging of the pelvis and abdomen 

Positron emission tomography (PET) — CT scan 

Ultrasound scan of the abdomen and pelvis 

A 60-year-old had a vaginal hysterectomy 3 years ago and now presents with vault pro- 
lapse that is having a significant impact on her quality of life. What is the best approach 
to treat this patient? 

Conservative treatment with pessaries 

Sacrocolpopexy 

Sacrospinous fixation 

Vaginal repair 

Vault mesh repair 
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Sexual exploitation is defined as the exploitation sexually of children and young people 
involving exploitative situations, contexts and relationships where the young people 
(or a third person or persons) receive something (e.g. food, accommodation, drugs, 
alcohol, cigarettes, affection, gifts, money) as a result of them performing and/or 
another or others performing on them sexual activities. What is the age limit within 
this definition? 

A. Less than 14 years 

B. Less than 15 years 

C. Less than 16 years 

D. Less than 17 years 

E. Less than 18 years 

Who does the GMC consider responsible for protecting children from sexual exploitation? 
A. All doctors 

B. All general practitioners 

C. All general practitioners and paediatricians 

D. All paediatricians 

E. All paediatricians, general practitioners and emergency physicians 

What is the estimated prevalence of child sexual exploitation in children under the age of 


16 years in the UK? 
A. 1%-5% 

B. 5%-12% 

C. 5%-15% 

D. 12%-20% 

E. 10%-25% 


A 17-year-old girl has been referred by her GP for labioplasty as she is unhappy with its 

appearance and complaints of feeling depressed about it. The GP says that she is Fraser 

competent. What would be your approach to her management following the consultation? 

A. As she is under the age of 18 years, female genital cosmetic surgery is not allowed 

B. Ask for an assessment by a psychiatrist prior to offering surgery if her mental state is 
indeed thought to be affected by the appearance of the vulva 

C. Confirm that she is Fraser competent and place on the list for this procedure if it is thought 
to be appropriate 

D. Proceed to perform the procedure as this is in the interest of her mental health 

E. Refer her for the assessment to ensure that her physical or mental state is safeguarded 
before considering surgery 

A couple has been diagnosed with unexplained infertility of 2 years duration. The woman 

is a smoker. What may be the effect of the smoking as a contributor to their infertility? 

Alteration of tubal function 

Decreases ovulation 

Decreases follicular maturation 

Inhibition of endometrial cell growth 

Increases apoptosis of ova 
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50. A couple has been diagnosed with unexplained infertility of 2 years duration. The man is 
a smoker. What may be the effect of the smoking as a contributor to their infertility? 

Decreases libido 

Decreases spermatogenesis 

Increases DNA damage in sperms 

Increases the number of abnormal sperms in an ejaculate 

Negatively affects sperm motility 
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What age group in women in the UK has the highest prevalence of Chlamydia trachoma- 
tis infection? 

A. 13-14 years 

B. 15-19 years 

C. 20-24 years 

D. 25-29 years 

E. 30-34 years 

A 25-year-old student was seen in the GUM clinic with a urethral discharge and fol- 
lowing investigations, was diagnosed with Chlamydia trachomatis infection. What is the 
ideal treatment you will recommend for this patient? 

A. A single dose of 1 g of azithromycin 

B. A single dose of 1 g azithromycin and metronidazole 400 mg four times daily for 14 days 
C. Doxycycline 100 mg bd for 10 days 

D. Doxycycline 100 mg bd for 7 days 

E. Doxycycline 100 mg bd and metronidazole 400 mg for 14 days 

You are counselling a 35-year-old who has requested for tubal occlusion. What would you 
tell her about the additional benefit of the procedure with regard to prevention/reduction 
of risk of disease? 

A. It is associated with a decrease in dysmenorrhea 

B. It is associated with a decrease in menstrual dysphoric syndrome 

C.  Itis associated with a reduction in the incidence of endometriosis 

D.  Itis associated with a reduction in the incidence of ovarian cancer 

E. Itis associated with a reduction in the incidence of pelvic inflammatory disease 

A 42-year-old whose periods remain regular wishes to start the oral combined hor- 
monal contraception (CHC). She smokes 6 cigarettes per day. What is the UK Medical 
Eligibility Criteria (UKMEC) category for this woman with respect to prescribing the 
combined oral contraceptive pill? 


A. UKMEC 1 
B. UKMEC2 
C. UKMEC 3 
D. UKMEC 4 
E. UKMEC5 


A 42-year-old woman who smoked approximately 20 cigarettes per day but stopped 2 years 
ago wishes to start the combined oral contraceptive pill. What advice would you give her? 
Advise not to go on the pill (contraindicated) 

Advise that she can only go on the pill provided this is for a short period (e.g. 1 year) 
Advise that she can go on the pill as has been off smoking for at least 1 year 

Advise that there is an increased risk of myocardial infarction if she goes on the pill 
Advise to wait for another year before going on the pill 
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A 20-year-old woman is seen in the Emergency Department complaining of vague lower 

abdominal pain. She has never been pregnant, though having unprotected sexual inter- 

course. A pregnancy test is performed and is positive. She is examined and found to be 

clinically stable with a BP of 115/70 mmHg and a pulse of 76 bpm. The abdomen is mildly 

tender, but there is no guarding. The only positive finding on bimanual examination is 

mild adnexal tenderness. An ultrasound is performed and shows the presence of echo- 

genic fluid in the pouch of Douglas. What is the most likely explanation for this fluid in 

this patient? 

A. Intrauterine pregnancy with normal peritoneal fluid 

B. Mid-cycle peritoneal fluid 

C. Ruptured ectopic pregnancy 

D. Slowly leaking tubal ectopic (leakage of blood from the fimbrial end) 

E. Tubal miscarriage (abortion) 

A 33-year-old woman has been admitted through the Gynaecology Assessment Unit 

(GAU) with mild lower abdominal pain. What on ultrasound scan will make you diag- 

nose a cervical pregnancy? 

A. Anempty uterus with a gestational sac in the cervix below the level of the internal os and 
a positive sliding sign 

B. Anempty uterine cavity with a sac in the cervical canal and a positive sliding sign 

C. Anempty uterus with a sac in the cervical canal and no blood flow around the gestational 
sac on colour Doppler 

D. Anempty uterus with an irregular inhomogeneous area within the cervix and echoic fluid 
in the POD 

E. Anempty uterus with ballooning of the cervix with a gestational sac and a negative slid- 
ing sign 

An ultrasound is performed on a 30-year-old woman who presented with lower abdomi- 

nal pain and a dark brown vaginal discharge. This shows an intrauterine gestational sac 

with no obvious fetal pole but with a yolk sac and an inhomogeneous left adnexal mass 

measuring 40 mm in diameter and a small echoic fluid in the pouch of Douglas. A diag- 

nosis of a heterotopic pregnancy is made from these findings. What would be the best 

approach to the management of this patient who is haemodynamically stable? 

Expectant management 

Hyperosmolar injection of the adnexal mass with potassium chloride 

Laparoscopic surgical removal 

Methotrexate — local injection in the adnexal mass 

Methotrexate — systemic 

A 33-year-old woman nursing assistant has been diagnosed with an ectopic pregnancy on 

the basis of an ultrasound scan finding of an inhomogeneous mass measuring 25 mm in 

the right adnexum with no fluid in the POD and a B-hCG level of 1200 IU/L 48 h after an 

initial reading of 1500 IU/L. What would be the recommended management option for 

this woman who is asymptomatic? 

Expectant management 

laparoscopic salpingectomy 

laparoscopic salpingostomy 

Local methotrexate injection and aspiration of the sac 

Methotrexate injection at a dose of 50 mg/m? 
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A diagnosis of endometrial hyperplasia was made on a biopsy taken from a 48-year-old 
patient who presented to the Gynaecology clinic. What is the most common symptom she 
is likely to have presented with? 

Abnormal uterine bleeding 

Heavy menstrual bleeding 

Intermenstrual bleeding 

Irregular vaginal bleeding 

Unscheduled bleeding on hormone therapy 

You have seen a 59-year-old P2, all normal vaginal deliveries in the Gynaecology clinic 
with a 2-month history of irregular postmenopausal bleeding. What will be the indica- 
tion for performing a diagnostic hysteroscopy and biopsy in this patient? 

A polypectomy is being contemplated for the same procedure 

A suspicion of endometrial cancer 

A thickened endometrium (>5 mm on transvaginal ultrasound scan) 

There is a suspicion of an intrauterine structural abnormality 

You are considering starting her on progestogens or inserting the levonorgestrel intrauter- 
ine system (Mirena) 

A woman is referred to the outpatient clinic with postmenopausal bleeding. A transvagi- 
nal ultrasound scan is performed, and the endometrial thickness is found to be 4 mm. 
This is described as having an irregular profile at the fundus and a double layer in the 
body. No polyps are present. What would be the next step in the management of this 
woman? 
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Arrange an endometrial biopsy 

Commence on progestogens and arrange follow-up at 3 months 

Discharge with the advice to report back if any further bleeding 

Offer a follow-up ultrasound scan at 6 months or earlier if persistent bleeding 

Reassure and rescan at 3 months 

A couple has been referred for pre-pregnancy counselling. The man is 36 years old and 
the woman is 30 years old. You have spoken to them and feel that there are no obvious 
issues that they should be concerned about. What will be their approximate chances of 
achieving a pregnancy in the next 12 months if they have regular unprotected sexual 
intercourse? 
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A. 70% 
B. 75% 
C. 80% 
D. 85% 
E. 90% 


A lesbian couple attend for counselling about pre-pregnancy. They are both 28 years old 
and would like to use artificial insemination. Assuming that there are no factors in their 
history to negatively affect fertility, what would be their approximate chance of achieving 
a pregnancy after 6 cycles of intrauterine insemination? 


A. >40% 
B. >50% 
C. >60% 
D. >70% 
E. >80% 
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A 41-year-old woman is seen by her GP complaining of a burning sensation with voiding 

associated with urgency and nocturia. She also suffers from severe dyspareunia and as 

such is averse to sexual approaches from her husband. On examination, there is signifi- 

cant tenderness over the urethra. What is the first investigation her GP should request 

for assuming that bladder pain syndrome (BPS) is a suspected diagnosis? 

Bladder diary for 3 days 

Food diary for 3 days to identify possible trigger factors 

Post-void bladder scan 

Urinalysis 

Urine culture and sensitivity 

What are the criteria that have been adopted by several expert panels for a symptom- 

based diagnosis of bladder pain syndrome (BPS)? 

A. Pain related to the bladder and nocturia 

B. Pain related to the bladder and nocturia of between 6 weeks and 6 months 

C. Pain related to the bladder and at least one other urinary symptom of minimum duration 
of 6 weeks to 6 months 

D. Pain related to the bladder, at least one other urinary symptom, absence of identifiable 
causes and minimum duration of symptoms of 6 weeks to 6 months 

E. Pain related to the bladder, nocturia and frequency, absence of identifiable causes and 
minimum duration of symptoms of 6 weeks 

What initial assessment should be undertaken on a 30-year-old who is diagnosed with 

bladder pain syndrome in the gynaecology clinic? She has been screened for urinary 

tract infection, and the result is negative. 

Bladder diary 

Cystoscopy 

Mid-stream urine for Ureaplasma and Chlamydia 

Mid-urine for tuberculosis 

Urodynamics 

The GP has been treating a 30-year-old colleague with suspected PMS. When should 

referral to a Gynaecologist be considered? 

If cognitive behavioural therapy has failed 

PMS is confirmed and treatment with SSRIs has yielded variable results 

When the diagnosis is confirmed 

When treatment with simple numerous measures has failed 

When the symptoms are non-cyclical and an underlying psychiatric disorder has been 

excluded 

A 35-year-old woman has been referred to the Gynaecologist following diagnosis of 

severe PMS by her GP. What team should be involved in her care? 
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A. Multidisciplinary team of GP, mental health professional, gynaecologist and nutritionist 
B. Multidisciplinary team of GP, psychiatrist and gynaecologist 

C. Multidisciplinary team of gynaecologist and clinical psychologist 

D. Multidisciplinary team of gynaecologist, GP and clinical psychologist 

E. Multidisciplinary team of gynaecologist, clinical psychologist and nutritionist 

What is the placebo response rate in the treatment of PMS? 

A. 10%-15% 

B. 16%-25% 
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C. 26%-35% 
D. 36%-45% 
E. 46%-55% 


In approximately over what proportion of women with epithelial ovarian cancers is 
CA125 increased above 30 IU/mL? 


A. 65% 
B. 70% 
C. 75% 
D. 80% 
E. 85% 


A 65-year-old woman is referred to the Gynaecology Clinic with a suspicious abdominal 
mass that is thought to be of ovarian origin. The mass is clinically examined to measure 
120 x 120 mm in diameter. What would be single most effective way of evaluating the 
ovarian cyst? 

A. Acombined transvaginal and transabdominal ultrasound scan 

B. A transabdominal ultrasound scan 

C. CA125 and transvaginal ultrasound scan 

D. MRI of the abdomen and pelvis 

E. PET scan 

A 60-year-old woman had an ultrasound scan for mild lower abdominal discomfort. 
The findings were as follows ‘multicystic loculated mass on the right measuring 6 x 7 cm 
with a small solid intracystic area and areas of papillary projections into the largest of 
the cyst. The uterus is atrophic with a thin endometrium that measures 1 mm. The con- 
tralateral ovary was not seen, and there is no fluid in the abdomen or pelvis’. A quantified 
CA125 was reported as 50 IU/mL. What is the risk of malignancy index (RMI) in this 


patient? 
A. 100 
B. 150 
C. 300 
D. 450 
E. 900 


What is the estimated incidence of mild ovarian hyperstimulation syndrome (OHSS) in 
conventional IVF cycles? 


A. 1:2 
B. 1:3 
Cc. 1:4 
D:;. 135 
E. 1:6 


A 30-year-old woman is undergoing controlled ovarian hyperstimulation for in vitro fer- 
tilization. What factor will be associated with a decreased risk of ovarian hyperstimula- 
tion syndrome (OHSS) in this woman? 


A. Her age 

B. High antral follicle count 
C. Low AMH 

D. Known case of PCOS 

E. Previous OHSS 
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When is ovarian hyperstimulation syndrome (OHSS) likely to occur in an assisted repro- 
duction programme involving a 30-year-old woman? 

Agonists have been used in the ovulation regimen 

Antagonists have been used in the ovulation regimen 

Embryo replacement was performed on day 5 (i.e. blastocyst replacement) 

Pregnancy has occurred 

Progesterone was used for luteal phase support 
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In the investigation of a 20-year-old woman with suspected acute pelvic inflammatory 

disease (PID), which test result has the best negative predictive value? 

A normal C-reactive protein 

A negative endocervical swab culture 

A normal ESR 

Absence of endocervical or vaginal pus cells 

A negative anal swab 

You have seen a 23-year-old woman with features of acute pelvic inflammatory disease. 

She has been commenced on antibiotics. What advice will you give her about sexual 

intercourse? 

Avoid sexual intercourse for 7 days 

Avoid sexual intercourse until she and her partner have completed treatment and follow-up 

Avoid sexual intercourse until she has completed treatment and follow-up 

Avoid unprotected sexual intercourse until treatment is completed 

Avoid unprotected sexual intercourse until treatment and follow-up of her and her 

partner(s) are completed 

You see a 55-year-old woman with urinary incontinence (UI). Following your initial 

assessment, you feel that she would benefit from referral to supervised pelvic floor muscle 

training. What assessment should be made prior to this referral? 

A. A 3-day bladder diary 

B. Digital assessment to confirm pelvic floor muscle contractions 

C. The degree of prolapse if any 

D. The impact of the UI on her daily activities 

E. Urethral mobility 

A 48-year-old woman presents with urgency, urgency urinary incontinence (UUI) and 

stress urinary incontinence (SUI). You have assessed and found that the predominant 

symptom is stress urinary incontinence (SUI). What approach will you take in her 

management? 

A. Commence her on overactive bladder (OAB) drugs 

B. Discuss the benefits of conservative management including OAB drugs before offering 
surgery 

C. Offer surgery for SUI and then OAB treatment 

D. Refer for pelvic floor muscle contraction exercises prior to offering surgery for SUI 

E. Treat her SUI first and see whether the symptoms of OAB improve and if not, then com- 
mence her on OAB drug treatment 

When will you consider screening a 26-year-old woman presenting with heavy menstrual 

bleeding for coagulation disorders? 

A. Pharmacological treatment with the LNG-IUS has not been effective 

B. She has a family history of heavy menstrual bleeding in her sister and mother 
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C. The HMB is associated with flooding 

D. The HMB started since menarche and her sister suffers from a coagulation disorder 

E. The HMB is associated with the passage of clots 

What would be the indication for histological biopsy in a 45-year-old woman presenting 

with regular heavy menstrual bleeding (HMB) to secondary care? 

A. Persistent heavy bleeding after 3 months on the combined contraceptive pill 

B. Physical examination has shown a multiple fibroid uterus 

C. The endometrium is 7 mm thick on ultrasound scan 

D. The HMB started with menarche 

E. There is associated persistent intermenstrual bleeding 

A 25-year-old woman who has never been pregnant and is not sexually active is seen in 

the Gynaecology Clinic having been referred with severe dysmenorrhoea and heavy peri- 

ods of 2 years duration. She is not keen to go on hormonal treatment. What would be the 

treatment of choice for this patient? 

A. Danazol 

B. Etamysylate 

C. Non-steroidal anti-inflammatory drugs (NSAIDs) 

D. Tranexamic acid 

E. Ulipristal acetate 

What treatment will you recommend for a 33-year-old woman who presents with heavy 

menstrual bleeding and on examination, is found to have a uterus that is approximately 

8 weeks in size. An ultrasound scan shows two fibroids — one measuring 5 cm in diameter 

and causing a mild distortion of the endometrial cavity and the other a 3 cm intramural 

fibroid? Her Hb is 102 g/L. 

A. Combined oral contraceptive pill 

B. Gonadotrophin-releasing hormonal agonist (GnRHa) 

C. The levonorgestrel intrauterine system (LNG-IUS) 

D. Tranexamic acid 

E. Ulipristal acetate 5 mg up to 4 courses 

A 50-year-old woman has been on the combined hormone replacement therapy since the 

age of 47 years. How will you diagnose menopause in this woman? 

A. Amenorrhoea of at least 24 months from stopping the HRT 

B. Amenorrhea for 3 months with discontinuation of the HRT 

C. Presence of menopausal symptoms involving the vasomotor system, mood changes, mus- 
culoskeletal and sexual difficulties 

D. Serum FSH on two occasions 6 weeks apart 

E. Serum FSH values of >30 IU/L 

A 42-year-old presents with severe vasomotor symptoms highly suggestive of perimeno- 

pause. You have examined and found nothing abnormal. Her family and personal history are 

not significant. You suspect premature ovarian failure and have confirmed the diagnoses by 

FSH performed on two occasions 6 weeks apart. What treatment will you offer this woman? 

Black cohosh for 5-8 years 

Combined estrogen-progesterone HRT for approximately 8 years 

Clonidine for 5—8 years 

Estrogen only HRT for 5 years 

Non-pharmaceutical treatment such as cognitive behaviour therapy (CBT) for 8 years 
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A 45-year-old woman has been placed on the waiting list for a hysterectomy for abnormal 
uterine bleeding. What lifetime risk of pelvic organ prolapse after a hysterectomy will 
you quote for this woman during counselling? 


A. <1% 

B. 1%-2% 
C. 3%-4% 
D. 5%-6% 
E. 7%-8% 


A 40-year-old woman who presented with vague intermittent lower abdominal pain of 
3 months duration has been diagnosed with a simple ovarian cyst on ultrasound scan. 
What is the approximately risk of this cyst being malignant? 


A. 1:1000 
B. 2:1000 
C. 3:1000 
D. 4:1000 
E. 5:1000 


A 50-year-old woman whose BMI is 26 kg/m? and has been on HRT underwent a total 
abdominal hysterectomy for heavy menstrual bleeding. What is the recommended dura- 
tion of thromboprophylaxis for this woman after surgery? 

A single dose of dalteparin at the time of surgery 

Dalteparin for 24 h after surgery 

Dalteparin for 5—7 days after surgery 

Dalteparin for 10 days after surgery 

Dalteparin for 14 days after surgery 

A 57-year-old woman who suffers from multiple sclerosis (MS) is referred to the clinic 
with voiding difficulties. How will you manage this patient? 

Artificial sphincter 

Continuous indwelling catheter 

Drugs such as duloxetine 

Intermittent self-catheterization 

. Suprapubic catheter 

You have seen a 56-year-old woman with symptoms of urinary incontinence. You take a 
history and examine her. She had kept a voiding diary prior to the visit to the clinic. You 
suspect that she has an overactive bladder syndrome (OAB). What would be the first line 
of management for this woman? 

Bladder training 

Mid-stream urine for microscopy culture and sensitivity 

OAB drugs such as anticholinergic drugs 

Pelvic floor muscle training 

Urodynamics 

A 50-year-old woman presents with symptoms of voiding difficulties. A urine dipstick 
test is negative. What will be the first investigation to perform on this woman? 

A. Assessment of residual urine by ultrasound scan of the bladder 

B. Urinalysis 

C. Urine for microscopy culture and sensitivity 
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D. Urodynamics 

E. Voiding diary — 3 days 

What is the most common site for uterine perforation at evacuation of the uterus for 
retained products of conception? 

Anterior wall 

Posterior wall 

Cervical canal 

Fundus 

E. Lateral wall 

During a diagnostic laparoscopy you inadvertently injure the inferior epigastric artery 
requiring a figure-of-8 stitch to stop the bleeding. What is the origin of this vessel? 

A. Anterior division of the internal iliac artery 

B. External iliac artery 

C. Femoral artery 

D. Posterior division of the internal iliac artery 

E.  Vesical artery 

You are counselling a 46-year-old woman who wishes to have uterine artery embolization 
for her fibroids. What is the risk of early ovarian failure following the procedure in this 
woman? 


GAS 


A. 1%-2% 
B. 2%-3% 
C. 3%-5% 
D. 5%-7% 
E. 7%-10% 


An obese woman aged 53 years and who smokes 20 cigarettes per day complaints of mild 
hot flushes and night sweats associated with sleep disturbance. What would be the best 
treatment option for this woman? 

A. Behavioural modification 

B. Combined hormonal contraception with estradiol 

C. Estrogen and the levonorgestrel intrauterine system 

D. Estrogen only 

E. Transdermal patch 

A total hysterectomy is performed on a 39-year-old woman for heavy menstrual bleeding 
that failed to respond to medical treatment. The histology report reveals CIN 1 with fully 
excised margins. What would be the recommended management for this woman? 

A. Continue with the normal recall system until menopause 

B. Continue with vault smears until menopause 

C. Follow-up smear at 6 and 18 months after the hysterectomy 

D. Test for HPV and if negative, discharge from follow-up 

E. Test for HPV and if negative, for routine recall 

What is the most common type of ureteric injury at laparoscopic surgery? 


A. Crush injury 

B. Devascularization 

C. Ligature occlusion (ligation) 
D. Thermal (Diathermy) 

E.  Transection 
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49. What is the most common and lethal subtype of epithelial ovarian cancer? 


A. Clear cell 

B. Endometrioid 
C. Mucinous 

D. Serous 

E. Tubal 


50. What proportion of woman with ovarian cancer have a positive family history? 
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5% 

10% 
15% 
20% 
25% 
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A 25-year-old woman has been referred for genetic counselling and screening for the 
mutations associated with ovarian cancer. Her mother and sister both had ovarian can- 
cer at the ages of 45 and 55 years, respectively. She has been screened and has BRCA1 
mutation. What will be the effect of prophylactic salpingo-oophorectomy on her cancer 
risk? 

A. An approximately 40% reduction in the risk of ovarian, fallopian and peritoneal cancer 
B. An approximately 50% reduction in the risk of ovarian, fallopian and peritoneal cancer 
C. An approximately 60% reduction in the risk of ovarian, fallopian and peritoneal cancer 
D. An approximately 70% reduction in the risk of ovarian, fallopian and peritoneal cancer 
E. An approximately 80% reduction in the risk of ovarian, fallopian and peritoneal cancer 
A couple has been trying for a baby for two and a half years. Following referral to the 
hospital, they are investigated thoroughly and apart from minimal peritoneal endome- 
triosis, nothing else is found. What would be the best approach to managing this couple’s 
infertility? 

A. Artificial insemination with donor sperms 

B. Artificial insemination with husband’s semen (IUI — partner’s semen) 

C. Invitro fertilization and embryo transfer (IVF-ET) 

D. Laparoscopic diathermy to endometriosis 

E. Ovulation induction with clomifene citrate 

A 53-year-old woman presents with urgency, frequency and haematuria. On examina- 
tion, she is found to have an anterior hard 3 mm bulge, which is approximately 2 cm from 
the inside of the introitus. What single investigation will you undertake to confirm the 
diagnosis of urethral diverticulum? 

Examination under anaesthesia 

Ninety (90)-degree endoscopy 

Sixty (60)-degree endoscopy 

Thirty (30)-degree endoscopy 

Zero-degree endoscopy 

A 70-year-old woman diagnosed with urethral diverticulum is being counselled for sur- 
gery. What investigation should she have that will help identify if she is likely to have the 
complication of post excision incontinence? 
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A. Conventional enhanced CT scan 

B. Cystometry 

C. T2-weighted MRI 

D. Transvaginal ultrasound 

E. Video urodynamics 

What is the main disadvantage of transvaginal ultrasound scan in the assessment of sus- 
pected urethral diverticulum? 

It has a false negative rate of more than 20% 

It has a false positive rate of more than 20% 

It is invasive and poorly tolerated by the patients 

Poor sensitivity where the diverticulum is less than 30 mm 
The risk of the probe directly compressing the urethra 
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A 38-year-old woman has been offered a total abdominal hysterectomy with preservation 
of the ovaries as treatment of her endometriosis-associated chronic pelvic pain. What is 
the main disadvantage of leaving her ovaries behind? 

She has a greater risk of developing an endometrioma 

She has a six-fold greater risk of developing recurrent pain 

She has a four times risk of ovarian endometroid cancer 

She has a four times greater risk of re-operation 

She is at an increased risk of trapped ovary syndrome 

When and how should HRT be started on a 45-year-old woman who has had a total abdomi- 
nal hysterectomy and bilateral salpingo-oophorectomy for endometriosis-associated pain? 
Commence her on combined HRT as soon as possible 

Commence her on continuous combined HRT approximately 6 months after surgery 
Commence her on estrogen-only HRT as soon as possible 

Commence her on estrogen-only HRT approximately 6 months after surgery 

Commence HRT in the form of tibolone 3 months after surgery 

What i is the main advantage of drainage over ovarian cystectomy for an ovarian endome- 
trioma that measures 40 x 40 mm and is associated with dysmenorrhea and dyspareunia? 
Ovarian reserve is less likely to be compromised 

Recurrence is less 

The procedure has less complications 

The risk of adhesion formation is less 

The risk of compromising future fertility is greater with drainage 
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An endometrioma has been diagnosed in a 28-year-old woman with chronic unilateral 
cyclical lower abdominal pain and dyspareunia. When will you consider performing sur- 
gery on this patient? 

She has not responded to medical options for the pain 

The endometrioma is at least 3 cm 

There is associated dyspareunia 

There is associated infertility 

There is associated minimal endometriosis in the pelvis 

What i is the mean interval from presentation to their GP to the diagnosis of endometrio- 
sis in the UK? 


moan 


A. 6.7 years 
B. 8.0 years 
C. 9.5 years 
D. 10 years 
E. 11.5 years 


Polycystic ovary syndrome is considered the most common endocrine condition affecting 
women of the reproductive age group. What is the estimated prevalence of this condition 
in this age group? 


A. 5%-10% 

B. 10%-15% 
C. 15%-20% 
D. 20%-25% 
E. 35%-30% 
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What is the best predictor of cardiovascular risk in a 37-year-old who has been diagnosed 
with PCOS? 

A. Her abdominal circumference 

B. Her blood pressure 

C. Her androgen levels/free androgen index 

D. Her BMI 

E. Her waist circumference 

What proportion of anovulatory infertility is accounted for by PCOS? 

A. 50%-60% 

B. 60%-70% 

C. 70%-80% 

D. 80%-90% 

E. >90% 

You have seen a 28-year-old woman with a BMI of 30 kg/m? in the clinic with primary 
infertility. Following investigations, you find that she has anovulatory infertility second- 
ary to PCOS. What would be the first approach to her management? 

A. Commence her on folic acid 400 ug daily 

B. Induce ovulation with clomifene citrate 

C. Offer metformin 

D. Optimize health before commencing therapy 

E. Perform a diagnostic laparoscopy to assess the pelvis and test for tubal patency 

A woman on clomifene citrate (CC) for induction of ovulation has been undergoing fol- 
licular tracking. Ovulation has been confirmed. What proportion of women who are on 
CC that ovulate will become pregnant by the sixth ovulatory cycle? 

A. 40%-50% 


B. 50%-60% 
C. 60%-70% 
D. 70%-80% 
E. 80%-90% 


Approximately what proportion of gynaecological outpatient referrals are for chronic 
pelvic pain? 

A. 10% (1 in 10) 

B. 15% (1 in 6) 

C. 20% (1 in 5) 

D. 25% (1 in 4) 

E. 30% (1 in 3) 

A 26-year-old woman is seen in the Emergency Gynaecology Unit with symptoms and 
signs of an ectopic pregnancy. She is investigated and found to have a caesarean scar 
pregnancy (CSP). She has been counselled and wishes to have medical treatment with 
methotrexate as she is haemodynamically stable. When is this treatment most likely to be 
successful? 

Pregnancy is less than 7 weeks and hCG < 3000 IU/L 

Pregnancy is less than 7 weeks and hCG < 5000 IU/L 

Pregnancy is less than 8 weeks and hCG < 3000 IU/L 

Pregnancy is less than 8 weeks and hCG < 5000 IU/L 

Pregnancy is less than 9 weeks and hCG < 5000 IU/L 
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A 30-year-old woman has been referred for an early ultrasound scan, and she books for 

antenatal care on account of a previous emergency CS complicated by massive haemor- 

rhage and blood transfusion. She is 7 weeks pregnant according to her last menstrual 

period (LMP). An ultrasound scan is performed and suggests a caesarean scar preg- 

nancy (CSP). Assuming that this diagnosis is correct, what would be the most appropri- 

ate initial treatment? 

Combined systemic and local methotrexate 

Hysteroscopic resection 

Local injection of embryocides such as methotrexate 

Systemic methotrexate 

Uterine artery embolization 

A 50-year-old woman has had debulking surgery for ovarian cancer. What will be the 

standard adjuvant treatment that would be recommended for this patient? 

A combination of platinum for 6 cycles and radiotherapy 

Paclitaxel and carboplatin for 3 cycles 

Paclitaxel and carboplatin for 6 cycles 

Paclitaxel and carboplatin for 3 cycles and radiotherapy 

Paclitaxel and carboplatin for 6 cycles and radiotherapy 

A 60-year-old who has been suffering from vague abdominal symptoms was diag- 

nosed with ovarian cancer following various investigations. It is suspected that she had 

advanced disease that cannot be optimally resected. In addition, she has liver metastases. 

What would be the best approach to managing this patient? 

Chemoradiotherapy 

Chemoradiotherapy followed by delayed primary surgery 

Combination chemotherapy 

Neoadjuvant chemotherapy followed by delayed primary surgery 

Radiotherapy followed by delayed primary surgery 

N 60-year-old attends the Gynaecology Clinic with a 9-month history of a dragging sen- 

sation in the vagina. You examine and find that she has uterine-vaginal prolapse. You 

have discussed all the treatment options and she opts for pelvic floor muscle training. 

What information should she be given about the value of this treatment option in remedy- 

ing her symptoms and the anatomical problems causing the prolapse? 

A. Pelvic floor muscle exercises have not been shown to significantly improve symptoms but 
they stop progression 

B. The exercises have been shown from a randomized trial to significantly improve symp- 
toms and the anatomy of the prolapse 

C. The exercises have been shown from a randomized trial to significantly improve symp- 
toms but not the anatomy of the prolapse 

D. The exercises are not helpful to women with associated anterior and posterior vaginal wall 
prolapse 

E. The benefit of the exercises has not been shown to last longer than 6 months 

What is the recommended management of a 64-year-old who has just had a vaginal 

hysterectomy and the vaginal vault prolapse is at the introitus at the end of the surgery? 

A. Closure of the peritoneum of the cul-de-sac 

B. McCall culdoplasty 

C. Moschcowitz procedure 
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D. Sacrocolpopexy 

E. Sacrospinous fixation 

A 70-year-old, frail and diabetic obese woman presents with troublesome procidentia. 

She is not sexually active and has been assessed to be fit to withstand prolonged surgery. 

A colpocleisis is therefore offered as the treatment of choice. What is the main disadvan- 

tage of this procedure? 

A. A high recurrent rare 

B. Less patient satisfaction than with corrective surgery 

C. Loss of access to the cervix and uterus 

D. Loss of sexual function 

E. The need to have drainage channels for the passage of vaginal and cervical secretions 

A 40-year-old Ghanaian woman who presents with difficulties in conceiving and heavy peri- 

ods is found on examination to have uterine fibroids of approximately 16 weeks size. An 

ultrasound scan has shown these to be multiple, the largest measuring 10 x 8 cm and located 

on the right body and extending to the corneum. She is not keen to have surgery and there- 

fore has been offered either a GnRHa for 6 months or ulipristal acetate for 13 weeks. What 

advantage other than side effects does GnRHa have over ulipristal acetate? 

A. It has less impact on fertility 

B. Itis more effective 

C. Its duration of action is much longer after discontinuation 

D. The reduction in blood loss at menstruation is greater 

E. The reduction in uterine volume is greater 

A 39-year-old woman has been diagnosed with multiple uterine fibroids and heavy men- 

strual periods. She has been offered various treatment options including surgery and med- 

ical treatment. She wishes to have uterine artery embolization (UAE) as she has completed 

her family but would like to know the major difference between this and a hysterectomy? 

A. Long-term ovarian failure is greater with UAE than with hysterectomy 

B. Patient satisfaction is greater with hysterectomy than with UAE 

C. UAEis associated with a five-fold increase in the likelihood of further intervention within 
2-5 years 

D. UAE is associated with a similar risk of major complications compared with hysterectomy 

E. UAEis associated with fewer minor complications than hysterectomy 

A 40-year-old woman is on the waiting list for hysteroscopic resection of Grade 2 submu- 

cous fibroids. What is the most important factor in determining safety of this resection? 

A. The number of fibroids 

B. The size of the fibroid 

C. The size of the uterine cavity 

D. The thickness between the fibroid and the serosa 

E. The vascularity of the fibroid 

What proportion of heterosexual couples in the UK experience delayed conception 

despite regular unprotected sexual intercourse for 1 year? 


A. 1:4 (25%) 
B. 1:5 (20%) 
C. 1:7 (14%) 
D. 1:10 (10%) 
E. 1:15 (7%) 
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What is the advantage of pituitary downregulation in an assisted reproductive technol- 

ogy (ART) regimen? 

A. Ensures a better planning of oocyte retrieval 

B. Minimizes the risk of multiple follicular maturation 

C. Suppression of endogenous gonadotrophin release, thus decreasing the rate of OHSS 

D. Suppression of endogenous gonadotrophin release ensuring that oocytes are available for 
retrieval 

E. Suppression of endogenous gonadotrophin release, thus preventing recruitment of mul- 
tiple antral follicles 

What is the main difference between ART cycles where GnRH-agonist are used and 

those where GnRH-antagonist are used? 

A. GnRH-agonist cycles are associated with a lower OHSS 

B. InGnRH-agonist cycles, follicular recruitment is as a result of endogenous gonadotrophins 

C. InGnRH antagonist cycles, follicular recruitment is as a result of endogenous gonadotrophins 

D. Pregnancy rates are higher with the agonist protocol 

E. Pregnancy rates are higher with the antagonist protocol 

What is the best step to take in reducing the risk of OHSS in a woman undergoing GnRH 

antagonist-controlled ovarian stimulation for IVF with intact hypothalamic-pituitary- 

gonadal axis? 

Administer GnRH agonist for maturation trigger 

Administering recombinant hCG 

Cancelling the cycle 

Delay administration of hCG 

Withholding the administration of hCG 

When should an ultrasound scan be performed on a 30-year-old woman who has never 

been pregnant before and has had IVF-ET? 

Two weeks after embryo replacement (ER) 

Three weeks after ER 

Four weeks after ER 

Five weeks after ER 

Six weeks after ER 

x 27-year-old woman has been admitted with severe OHSS. What monitoring should be 

recommended for this woman? 

A. Daily fluid intake and output and full blood count and urea and electrolytes 

B. Daily fluid intake and output, liver function test, urea and electrolytes and full blood count 

C. Daily measurements of weight, abdominal girth and fluid intake and output and blood 
tests for full blood count, electrolytes and liver and renal function tests 

D. Daily measurement of weight, abdominal girth and fluid intake and output and twice- 
daily blood tests for full blood count, electrolytes and liver and renal function tests 

E. Daily measurements of weight, abdominal girth and fluid intake and alternate day blood 
tests for full blood count, electrolytes and liver and renal function tests 

Compared to natural conception, what is the difference in monochorionic pregnancy 

rates with that following ART where elective single embryo transfer (eSET) is performed? 

A. The rate in ART conception is up to four times higher than that in natural conception 

B. The rate is marginally higher in natural conception than in ART conception 

C. The rate in natural conception is double than in ART conception 
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D. 
E. 


The rate in natural conception is half that in ART conception 
The rate is the same in both natural and ART conception 


A 32-year-old woman who has previously been pregnant is on the waiting list for ART. 
What in her past reproductive history will be associated with a better outcome of the 
ART treatment? 


A 
B 
Cy 
D 
E 


Previous pregnancy after ART 

Previous pregnancy after ART and live birth 

Previous pregnancy irrespective of whether this was spontaneous or followed ART 
Previous spontaneous pregnancy 

Previous spontaneous pregnancy and live birth 


What proportion of pregnancies in the UK are unplanned? 


E. 


A 
B 
C. 
D 


1:2 
1:3 
1:4 
1:5 
1:6 


A 27-year-old woman has just had a spontaneous vaginal delivery following an uncompli- 
cated pregnancy at term. She wishes to breastfeed exclusively for 6 months. What would 
be the success rate of this form on contraception assuming that she fulfils the criteria for 
lactational amenorrhea as a method of contraception? 


A. 
B. 
C; 
D. 
E. 


55% 58% 
65%—68% 
75% —18% 
85%—-88% 
95%—98% 


A 30-year old woman who has had a spontaneous vaginal delivery and is breastfeeding 
wishes to start the combined hormonal contraception (CHC). How soon after birth can 


she start the CHC? 

A. Two weeks 

B. Three weeks 

C. Four weeks 

D. Six weeks 

E. Not recommended with breastfeeding 

What is considered postpartum immediate intrauterine contraception (PPIUC)? 

A. Insertion of an intrauterine device within 48 h of caesarean delivery 

B. Insertion of an intrauterine contraceptive device (copper or levonorgestrel) within 48 h of 
vaginal delivery 

C. Insertion of an intrauterine contraceptive device (copper or levonorgestrel) within 48 h of 
vaginal or caesarean delivery 

D. Insertion of an intrauterine contraceptive device (copper or levonorgestrel) 48 h to 2 
weeks after vaginal or caesarean delivery 

E. Insertion of an intrauterine contraceptive device (copper or levonorgestrel) 48 h to 2 


weeks after vaginal delivery 
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A 57-year-old underwent a hysteroscopic resection of grade 2 submucous fibroids and 

has been admitted because of hypervolaemia (the fluid deficit was over 2500 mL), but she 

is asymptomatic. Blood sodium level indicates hyponatremia. What will be the recom- 

mended first-line management? 

A. Restriction of fluid intake and consider starting a diuretic 

B. Restriction of fluid intake, diuretics and a small dose of an antihypertensive drug 

C. Restriction of fluid intake but commence on hypertonic normal saline at a rate of 
1000 mL/h 

D. Restriction of fluid intake to 1 L of Ringer’s lactate every 6-8 h 

E. Restriction of fluid intake to 1 L of dextrose saline with potassium chloride 

In a 40-year-old woman undergoing hysteroscopic resection of a large fibroid, what is the 

most important step to take to reduce the risk of fluid overload? 

Intracervical injection of vasopressin 

Maintenance of intrauterine pressure to just above the mean arterial pressure level 

Pre-treatment with a GnRH agonist 

Use of bipolar as opposed to unipolar electrocautery 

Use of hypertonic distension medium 

A 32-year-old woman who has been on the contraceptive patch for the past 12 months 

presents for advice saying that her patch has been partly detached for the past 36 h. 

She has had unprotected sexual intercourse for the past two days. What advice would you 

offer to this woman? 

Reassure and discharge from follow-up 

To have a pregnancy test and emergency contraception with Cu-IUD 

To have a pregnancy test and emergency contraception with the LNG 

To have a pregnancy test and emergency contraception with UPA 

To reattach the patch if still sticky or replace if not and no need for additional or emer- 

gency contraception 

A 30-year-old woman attends for counselling having delayed applying her contraceptive 

patch for 3 days (i.e. she forgot to take the patch off on time and applied the next patch 

after 72 h) — 1 week into the cycle. What would be your recommendation for this woman? 

A. Apply new patch and offer emergency contraception (EC) in the form of the levonorg- 
estrel emergency contraception (LNG-EC) and continue with patch cycle 

B. Apply new patch and consider as Day 1 of patch cycle and use barrier method for 7 days 

C. Apply new patch and consider as Day 1 of patch cycle and offer LNG-EC and barrier 
method for 7 days 

D. Apply new patch and consider as Day 1 of patch cycle — no additional contraception needed 

E. Offer a barrier method for 7 days and restart the new patch cycle 

A 36-year-old housewife forgot to take her patch off after 3 weeks. She attends the clinic 

for advice. What would be your recommendation for this woman? She has been having 

UPSI during the last few days. 

A. Take it off as soon as possible, perform a pregnancy test and levonorgestrel emergency 
contraception (LNG-EC) and then start a new patch cycle 

B. Take it off as soon as possible, start a new patch cycle and no need for additional 
contraception 

C. Take it off as soon as possible, start a new patch cycle and offer barrier contraception for 
the next 7 days 
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D. Take it off as soon as possible, start a new patch cycle but perform pregnancy test and offer 
Cu-IUD EC 

E. Take it off as soon as possible, start a new patch cycle, perform a pregnancy test and offer 
UPA-EC 

A 30-year-old woman who suffers from epilepsy that has been well controlled with car- 

bamazepine and who also has an unknown allergy attends for emergency contraception. 

She had unprotected sexual intercourse (UPSD) 12 days into her regular 28-day cycle. 

What treatment option will consider in this woman? 

A. Levonelle — 1.5 mg 

B. Levonelle — 3.0 mg 

C. Cu-IUD 

D. Ulipristal acetate (UPA) — 30 mg 

E. UPA -—60 mg (double dose) 

A 28-year-old woman reports missing two Micronor® (norethisterone 350 yg) tablets and 

having had UPSI during this period. She does not wish to conceive. What emergency 

contraception (EC) if any will you recommend for her? 

A. Cu-IUD 

B. LNG-1.5 mg 

C. LNG-3.0 mg 

D. UPA-30mg 

E. UPA-60 mg 

A 30-year-old woman attended for EC following an episode of UPSI 3 days ago. She was 

counselled and offered the Cu-IUD. What is the primary mechanism by which this 

method prevents pregnancy? 

A. Inhibition of fertilization 

B. Inhibition of fertilization and implantation 

C. Inhibition of implantation 

D. Inhibition of ovulation and fertilization 

E. Inhibition of sperm and ovum transport and implantation 

A 30-year-old who presented with a troublesome vaginal discharge had a cervical smear, 

which has been reported as inadequate. She returned for follow-up. What recommenda- 

tion will you offer her with respect to the management of her smear result? 

Offer HPV test to triage subsequent management 

Reassure and refer for routine recall cytology 

Refer for colposcopy and treatment 

Repeat cytology at 3 months 

Repeat cytology at 6 months 
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You are seeing a 40-year-old who had a low-grade dyskaryosis on her routine cervical 
smear 2 weeks ago. HPV testing, was therefore performed and reported as inadequate/ 
unreliable. What would be your next step in her management? 

Refer for colposcopy 

Refer for repeat cytology at 12 months 

Refer for repeat cytology at 3 months with HPV testing if indicated 

Repeat cytology and HPV testing now 

Repeat cytology and HPV testing at 6 months 
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49. A 30-year-old woman had CGIN-treated and at follow-up, she was found to have an 
abnormal cytology. She was therefore referred for colposcopy where treatment was 
offered. What follow-up should be offered to this woman after treatment? 


50. 


A. 
B. 
C 
D 


E. 


6 months for 3 years and then back to routine recall 

6 month for 3 years and then yearly for 10 years 

6 month follow-up and then yearly for 10 years 

6 month follow-up and then yearly for three followed by three yearly until the age of 
55 years 

12 months follow-up cytology and HPV testing and if negative, yearly for 3 years and then 
back to routine recall 


A 42-year-old presents with stress urinary incontinence and features of urinary tract 
infections. A pelvic examination is performed and there are no features of prolapse. 
A urinalysis shows the presence of nitrites and leucocytes. What will be your plan for this 
patient’s urinalysis findings? 


moO > 


Commence her on antibiotics as soon as possible as these findings indicate an infection 
Refer her for urodynamics and ignore this finding as she is asymptomatic 

Send a mid-stream urine (MSU) and discuss options with the patient 

Send an MSU and await results before commencing her on antibiotics 

Send an MSU sample but commence her on antibiotics 
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SBA Answers 


SBA Obstetrics: Paper I 
1sE Third trimester (34-40 weeks) 


Factors associated with transmission include the type of maternal infection (primary or recurrent), 
the presence of transplacental maternal neutralizing antibodies, the duration of rupture of fetal 
membranes before delivery, the use of fetal scalp electrodes and the mode of delivery. The risks 
are greatest when a woman acquires a new infection (primary genital herpes) in the third trimester, 
particularly within 6 weeks of delivery, as viral shedding may persist and the baby is likely to be 
born before the development of protective maternal antibodies. (Management of Genital Herpes in 
Pregnancy. British Association of Sexual Health and HIV & The Royal College of Obstetricians 
and Gynaecologists Guideline, October 2014) 


2. D Commence her on intravenous aciclovir and also offer the neonate intravenous 
aciclovir 


Intravenous aciclovir should be given to a mother who has herpes in labour and wishes to deliver 
vaginally. Furthermore, the neonates should also be given intravenous aciclovir (20 mg/kg every 
8 h). Where the primary lesion is present at the time of delivery, the risk of neonatal herpes is 
estimated to be 41%. Although vaginal delivery should be avoided in primary infection, in those 
who deliver vaginally invasive procedures such as fetal blood sampling, fetal scalp electrode and 
ARM should be avoided including instrumental deliveries. (Management of Genital Herpes in 
Pregnancy. British Association of Sexual Health and HIV & The Royal College of Obstetricians 
and Gynaecologists Guideline, October 2014) 


3. C Administer 1500 IU anti-D Ig and then take a sample of maternal blood 30-45 min 
after ICS infusion 


Where intra-operative cell salvage (ICS) is used during caesarean section in Rhesus D negative pre- 
viously non-sensitized women, and where cord blood group is confirmed as D positive (or unknown), 
a minimum dose of 1500 IU Ig anti-D should be administered following the re-infusion of salvaged 
red cells, and a maternal blood sample should be taken for the estimation of FMH 30-45 min 
after the infusion in case more anti-D is indicated. (The Use of Anti-D Immunoglobulin for the 
Prevention of Haemolytic Disease of the Fetus and Newborn. British Committee for Standards in 
Haematology/British Society of Haematology (BCSH/BSH) Guideline, January 2014) 


4. D 1500 IU Ig anti-D at 28 weeks of gestation 


All Rhesus D negative pregnant women who have not been previously sensitized should be 
offered routine antenatal prophylaxis with anti-D Ig (RAADP) either with a single dose regi- 
men (1500 IU Ig) around 28 weeks or two-dose regimen of 500 IU Ig given at 28 and 34 weeks 
of gestation. (The Use of Anti-D Immunoglobulin for the Prevention of Haemolytic Disease of 
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the Fetus and Newborn. British Committee for Standards in Haematology/British Society of 
Haematology (BCSH/BSH) Guideline, January 2014) 


5. C The bleeding is repetitive or associated with pain 


Indications for anti-D before 12 weeks gestation include those undergoing surgical or medi- 
cal termination of pregnancies, ectopic pregnancies (being managed medically or surgi- 
cally), those with threatened miscarriage where the bleeding is heavy, repeated or where there 
is associated abdominal pain particularly if these events occur as gestational age 12 weeks 
approaches. (The Use of Anti-D Immunoglobulin for the Prevention of Haemolytic Disease of 
the Fetus and Newborn. British Committee for Standards in Haematology/British Society of 
Haematology [BCSH/BSH] Guideline, January 2014) 


6. E Simultaneous easy passage of the fetal thighs and trunk through the pelvis 


A frank presentation is the best type of breech presentation for a successful vaginal birth followed 
by acomplete breech. A footling or kneeling breech is a contraindication for a vaginal breech birth. 
If the baby’s trunk and thighs pass easily through the pelvis simultaneously, cephalic pelvic dispro- 
portion is unlikely. (Management of Breech Presentation. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 20b, March 2017) 


7. D__ Incise the cervix at 3 and 7 o’ clock positions 


Where the head is entrapped during a preterm delivery, lateral incisions of the cervix should be 
considered. Other options are symphysiotomy or CS, but these are only applicable where the cer- 
vix is fully dilated. (Management of Breech Presentation. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 20b, March 2017) 


8. B 38%-45% 


The pooled success rate for ECV from a systematic review in 2008 of 84 studies which included 
almost 13,000 version attempts is approximately 58% (Grootscholten et al. Obstet Gynecol 
2008;112:1143). In the green-top guideline, it is recommended that women should be counselled 
that with a trained operator, about 50% of ECV attempts will be successful, but this rate can be 
individualized for them. The overall success rate is 40% for nulliparous women and 60% for 
multiparous women. (External Cephalic Version and Reducing the Incidence of Term Breech 
Presentation. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 20a, March 2017) 


9. D __ Lovset’s manoeuvre 


Once the scapula is visible, the arms can be hooked by inserting a finger in the elbow and flex- 
ing the arms across the chest or if nuchal, Lovset’s manoeuvre is advised. Delivery of the head is 
then achieved by either the Mauriceau-Smellie—Veit manoeuvre or with forceps. Suprapubic pres- 
sure will aid flexion if there is delay due to an extended neck. The Burns-Marshall technique is 
not advised due to concerns over extension of the fetal neck. An alternative is the routine use of 
the Bracht manoeuvre favoured in Europe. (External Cephalic Version and Reducing the Incidence 
of Term Breech Presentation. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 20a, March 2017) 


10. E 48h before the rash appeared and until it crusted (5 days after) 


The incubation period for VZV is between | and 3 weeks, and the disease is infectious 48 h 
before the rash appears and continues to be infectious until the vesicles crust over. The vesicles 
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usually crust over 5 days. (Chickenpox in Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 13, January 2015) 


11. D ~~ To undertake serum screening for VZV immunoglobulin G (IgG) (T) 


Women booking for antenatal care should be asked about previous chickenpox/shingles infection. 
Individuals born in the tropics or subtropics are less likely to be immune to varicella, and a history 
of chickenpox can be a less reliable predictor of immunity in this population. Even for women from 
Europe, this history may be unreliable, and therefore, it is appropriate to undertake serum screen- 
ing routinely in this group of women. If seronegative, then all the appropriate precautions should be 
taken during pregnancy and postnatal vaccination offered. (Chickenpox in Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 13, January 2015) 


12. D Ophthalmic shingles 


Herpes zoster/shingles poses a risk if it is disseminated or occurs in an exposed area of the body 
(e.g. ophthalmic shingles) or in an immunocompromised individual where the viral shedding may 
be greater. The risk of infection following contact with herpes zoster that is not in an exposed 
area (e.g. thoracolumbar shingles) is remote but can occur. (Chickenpox in Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 13, January 2015) 


13. C Administer VZIG IgG to the baby with or without oral aciclovir 


For babies born to mothers who have had chickenpox within the period from 7 days before to 7 days 
after delivery, it is vital that the neonate receives prophylaxis as soon as possible with VZVIG with 
or without aciclovir; there is no need to test in these circumstances. Breastfeeding is not contraindi- 
cated in mothers who are on aciclovir. (Chickenpox in Pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 13, January 2015) 


14. D _ Uncontrolled tonic-clonic seizures 


Uncontrolled tonic-clonic seizures are the strongest risk factor for SUDEP, which is the main cause 
of death in pregnant women with epilepsy. SUDEP is defined as ‘sudden unexpected, witnessed 
non-traumatic and non-drowning death in patients with epilepsy, with or without evidence of a 
seizure and excluding documented status epilepticus, in which post-mortem examination does 
not reveal a toxicologic or anatomic cause for the death’. (Epilepsy in Pregnancy. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 68, June 2016) 


15. C Change AED to the lowest effective and less teratogenic AED dose and commence 
on folic acid 5 mg/day for at least 3 months before pregnancy 


Women on sodium valproate or another AED polytherapy should have a detailed discussion with the 
epilepsy specialist on the risks and benefits of continuing or changing AED prior to planning preg- 
nancy. Where possible, the aim will be to avoid sodium valproate and AED polytherapy. However, 
if the risk of maternal seizure deterioration from changing the AED is deemed to be high, women 
will need to be advised to continue sodium valproate or AED polytherapy. (Epilepsy in Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 68, June 2016) 


16. D Failure of recognition of signs of sepsis 


Sepsis in pregnancy remains an important cause of maternal mortality. In the triennium 2006-— 
2008, it was the leading direct cause of maternal mortality in the UK. Substandard care, sadly, 
has consistently been identified as a contributor to poor outcome in most cases, in particular, 
recognition of the signs of sepsis and a lack of guidelines on investigations and management of 
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genital sepsis. In the case above, the obvious issue was failure to recognize the atypical features of 
sepsis. (Sepsis in Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 64a, April 2012) 


17. E Urinary tract 


Risk factors for sepsis identified from women who died in the confidential enquiries into maternal 
mortality in the UK include obesity, impaired glucose tolerance, immunosuppression, anaemia, 
prolonged rupture of fetal membranes, invasive procedures such as amniocentesis, cervical cer- 
clage, GAS infection in close contacts/family members, history of group B streptococcus infec- 
tion, history of pelvic infection, vaginal discharge and ethnicity (Black or other ethnic minority). 
Urinary tract infection and chorioamnionitis are common infections associated with septic shock in 
the pregnant patient. (Sepsis in Pregnancy. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 64a, April 2012) 


18. B_ Genital tract sepsis 


The signs and symptoms of sepsis in pregnant woman may be less distinctive than in the non- 
pregnant population and not necessarily be present in all cases; therefore, a high index of suspicion 
is necessary. Genital tract (including chorioamnionitis) sepsis may present with constant severe 
abdominal pain and tenderness unrelieved by usual analgesia, and this should prompt urgent medi- 
cal review. (Sepsis in Pregnancy. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 64a, April 2012) 


19. E  Torecord accelerations and decelerations if heard 


(Intrapartum care for healthy women and babies. NICE 2014 Clinical guideline [CG190], 
Published date: December 2014, Last updated: November 2016) 


20. C Either raised diastolic BP of 90 mmHg or more or raised systolic BP of 140 mmHg 
or more on two consecutive readings taken 30 min apart 


At the initial admission of a woman in labour, an initial assessment should be carried out to 
determine whether midwifery-led care in any setting is suitable for her irrespective of any pre- 
vious plans. Transfer to an obstetric unit is indicated for the following: (a) pulse over 120 bpm 
on two consecutive readings 30 min apart, (b) a single reading of either raised diastolic BP of 
110 mmHg or more or raised systolic BP of 160 mmHg or more, (c) either raised diastolic BP of 
90 mmHg or more or raised systolic BP of 140 mmHg or more on two consecutive readings taken 
30 min apart (d) 2+ proteinuria and a single reading of either a raised diastolic BP of 90 mmHg 
or more or raised systolic BP or 140 mmHg or more, (e) a temperature of 38°C or above on a 
single reading or 37.5°C or above on 2 consecutive readings 1| h apart, (g) any vaginal loss other 
than a bloody show, (h) rupture of fetal membranes more than 24 h before the establishment of 
labour, (j) the presence of significant meconium, (k) pain reported by the women that differs from 
the pain normally associated with contractions, and (1) any risk factors recorded in the woman’s 
notes that indicate the need for obstetrics-led care. The fetal indications include any abnormal 
presentation, including cord presentation, transverse or oblique lie, high (4/5—5/5 palpable) or 
free-floating head in a nulliparous, suspected anhydramnios or polyhydramnios, fetal heart rate 
below 110 bpm or above 160 bpm, a deceleration in FHR heard on intermittent auscultation and 
reduced fetal movements in the last 24 h reported by the woman. (/ntrapartum Care for Healthy 
Women and Babies. NICE 2014 Clinical Guideline [CG190]. Published date: December 2014, 
Last updated: November 2016) 
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21. A Auscultate the fetal heart at the first contact with the woman in labour and at each 
further assessment 


NICE recommends the following fetal rate measurement as part of the initial assessment of women 
in labour, auscultation of the fetal heart rate at first contact with the woman in labour and at each 
further assessment, auscultation of the fetal heart rate for a minimum of 1 min immediately after a 
contraction and recording it as a single rate, palpating the maternal pulse to differentiate between 
maternal heart and fetal heart rate, recording accelerations and decelerations if heard and not per- 
forming a CTG on admission for low-risk women in suspected or established labour. (/ntrapartum 
care for healthy women and babies. NICE 2014 Clinical guideline [CG190], Published date: 
December 2014, Last updated: November 2016). 


22. B Ensure availability of a healthcare worker trained in advanced neonatal life sup- 
port at the time of birth 


In the presence of significant meconium, the mother should be transferred to the obstetrics unit if she 
is not already there. Appropriate steps should be taken to ensure that healthcare professionals trained 
in fetal blood sampling are available during labour and that those trained in advanced life support 
are readily available for the delivery. (Intrapartum Care for Healthy Women and Babies. NICE 2014 
Clinical guideline [CG190]. Published date: December 2014, Last updated: November 2016) 


23. E Real-time ultrasound with colour Doppler 


Auscultation of the fetal heart with a Pinard stethoscope or Doppler ultrasound is insufficiently 
accurate for the diagnosis of IUFD. Auscultation can give false assurance; maternal pelvic blood 
flow can result in an apparently normal fetal heart rate pattern with external Doppler. Real-time 
ultrasound scan allows direct visualization of the fetal heart. Imaging can be technically dif- 
ficult particularly in the presence of maternal obesity, abdominal scars and oligohydramnios, but 
view can often be augmented with colour Doppler of the fetal heart and umbilical cord. (Late 
Intrauterine Fetal Death. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 55, November 2010) 


24. E No antibiotics are indicated 


Women who are colonized by group B haemolytic streptococcus and have an intrauterine fetal 
death should not be given intrapartum antibiotics. It should be remembered that prostaglandins 
used for induction of labour may cause pyrexia. (Late Intrauterine Fetal Death. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 55, November 2010) 


25. C Offer to call her partner or relative or friend 


When a diagnosis of an IUFD has been made, the next most important step in management if the 
woman is unaccompanied is an immediate offer to call her partner, relatives or friends. Time is then 
given to the woman/couple to come to terms with the diagnosis followed by a discussion aimed 
to support maternal/parental choice. Parents should be offered written information to supplement 
discussions. (Late Intrauterine Fetal Death. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 55, November 2010) 


26. C Her father is affected or she has an affected son and an affected relative in the 
maternal line 


A woman is considered an obligate carrier for haemophilia A or B, if her father has haemophilia or 
she has an affected son and an affected relative(s) in the maternal line. (Management of Inherited 
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Bleeding Disorders in Pregnancy. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 71, April 2017) 


27. D Those with severe haemophilia bleed spontaneously into muscles and joints, while those 
with the mild/moderate haemophilia may bleed following trauma or invasive procedures 


Males with severe haemophilia experience spontaneous bleeding into muscles and joints and require 
regular prophylaxis with clotting factor replacement to help avoid arthropathy and neurovascular com- 
promise, while those with moderate and severe forms may bleed following trauma or invasive proce- 
dures and require cover for these times. (Management of Inherited Bleeding Disorders in Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 71, April 2017) 


28. D Offer fetal sexing by free fetal DNA analysis from 9 weeks of gestation 


Carriers of severe haemophilia should be offered pre-implantation genetic diagnosis. Carriers of severe 
haemophilia with a male fetus confirmed to be affected by haemophilia should be counselled to enable 
informed choices. All carriers of severe haemophilia should be offered fetal sex determination by free fetal 
DNA analysis from 9 weeks of gestation. (Management of Inherited Bleeding Disorders in Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 71, April 2017) 


29. C Prenatal diagnosis by means of amniocentesis in the third trimester 


All carriers of haemophilia with male fetuses should be offered third trimester (preferably after 
34 weeks) amniocentesis if diagnostic investigations have not previously been performed to 
determined haemophilia status in order to inform options for delivery. (Management of Inherited 
Bleeding Disorders in Pregnancy. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 71, April 2017) 


30. E 30% 


A monochorionic pregnancy is a multiple pregnancy, most commonly, a twin pregnancy in which 
babies are dependent on a single shared placenta. Approximately 30% of twin pregnancies in the UK 
are monochorionic. Monochorionic placentas can also occur in rarer, higher-order multiples, especially 
triples (i.e. dichorionic or monochorionic triplets). (Management of Monochorionic Twin Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


31. B_ Before 24 weeks of gestation 


Monochorionic diamniotic (MCDA) twin pregnancies carry a high risk of overall fetal and peri- 
natal loss compared with dichorionic pregnancies. Furthermore, monochorionic monoamniotic 
(MCMA) pregnancies, where both twins are in a single amniotic sac (1% of monochorionic 
twins), carry a very high risk of perinatal loss, most commonly before 24 weeks of gesta- 
tion. (Management of Monochorionic Twin Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 51, November 2016) 


32. C Unilateral artery-vein anastomoses 


TTTS complicates up to 15% of monochorionic pregnancies; the placentas have a predominance of uni- 
directional artery-vein anastomoses. (Management of Monochorionic Twin Pregnancy — The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


33. B 16 weeks 


Ultrasound examination of monochorionic twins between 16 and 22 weeks of gestation focuses pri- 
marily on the detection of TTTS. After 26 weeks, when the first presentation of TTTS is relatively 
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uncommon, (but may still occur), the main purpose is to detect selective growth restriction (sGR) or 
concordant growth restriction and more rarely TAPs or late-onset TTTS. In most centres, the treat- 
ment for TTTS would not be started until 16 weeks. (Management of Monochorionic Twin Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


34. D  ~—_7-8/1000 pregnancies 


Obstetric cholestasis (also referred to as intrahepatic cholestasis of pregnancy) affects approxi- 
mately 0.7% of pregnancies in multi-ethnic populations in the UK. (Obstetric Cholestasis. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 43, May 2011) 


35. D Every 7 days 


Some women will have pruritus for days to weeks before the development of abnormal liver func- 
tion. In those with persistent unexplained pruritus and normal biochemistry, LFTs should be mea- 
sured every 1-2 weeks. Isolated elevations of bile salts may occur, but this is uncommon; normal 
levels of bile salts do not exclude the diagnosis. Once the diagnosis is confirmed, it is reasonable to 
measure LFTs weekly until delivery. (Obstetric Cholestasis. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 43, May 2011) 


36. E Upto 90% 


At a minimum, healthcare practitioners must ensure that LFTs return to normal, pruritus resolves, all 
investigations carried out during the pregnancy have been reviewed and the mother has fully under- 
stood the implications of obstetric cholestasis. The latter will include reassurance about the lack of 
long-term sequelae for the mother and baby and discussion of the high recurrence rate (45%—90%), 
contraceptive choices (usually avoiding oestrogen-containing methods) and increased incidence of 
obstetric cholestasis in family members. (Obstetric Cholestasis. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 43, May 2011) 


37. B Continuous support during labour 


All women should be encouraged to have continuous support during labour as this can reduce 
the need for operative vaginal delivery. (Operative Vaginal Delivery. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 26, January 2011) 


38. A Decreased risk of rotational operative interventions 


A meta-analysis demonstrated that primiparous women who receive epidurals were likely to have 
fewer rotational or mid-cavity operative interventions when pushing is delayed for 1-2 h or until 
they had a strong urge to push. (Operative Vaginal Delivery. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 26, January 2011) 


39. A Atleast 1 cm above the spines 


At mid-cavity, the biparietal diameter is still above the level of the ischial spines and failure rates 
of instrumental deliveries are higher at this station. High maternal body mass index (>30 kg/m’), 
neonatal weight above 4000 g and occipito-posterior position are indicators of increased failure. 
(Operative Vaginal Delivery. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 26, January 2011) 


40. B Her BMI 


Higher rates of failure are associated with a maternal body mass index of >30 kg/m?, an estimated 
fetal weight of >4000 g, an occipito-posterior position and a mid-cavity delivery or when 1/Sth of 
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the head is palpable per abdomen. (Operative Vaginal Delivery. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 26, January 2011) 


41. C 3 per 1000 injuries 


The risk of acquiring HIV infection following occupational exposure to HIV-infected blood is low. 
Epidemiological studies have indicated that the average exposure to HIV infected blood in health- 
care setting is approximately 3 per 1000 injuries. After mucocutaneous exposure, the average risk 
is estimated at less than 1 per 1000. It has been considered that there is no risk of HIV transmis- 
sion where intact skin is exposed to HIV-infected blood. (HIV PEP, Guidance from CMO Expert 
Advisory Group on Aids, 2008) 


42. A Within 1h of the exposure 


PEP is most effective when initiated as soon as possible, within hours and certainly within 48-72 h. 
PEP is generally not recommended beyond 72 h after exposure. Decisions on initiation of PEP more 
than 72 h after the exposure should be left to the discretion of local clinicians in discussion with the 
exposure recipient, in full knowledge of the lack of evidence of efficacy after this time point. (H/V 
PEP, Guidance from CMO Expert Advisory Group on Aids, 2008) 


43. E Upto120h 


Pathogenesis studies indicate that there may be a window of opportunity to avert HIV infection 
by inhibiting viral replication following exposure. Once the HIV crosses a mucosal barrier, it may 
take up to 48-72 h before HIV can be detected in the regional lymph nodes and up to 5 days before 
HIV can be detected in blood. Initiation of antiretroviral therapy (ART) has been shown to reduce 
dissemination and replication of the virus in all tissues if initiated early after inoculation in an 
animal model. (British Association of Sexual Health and HIV [BASHH] UK Guideline for HIV 
Post-Exposure Prophylaxis following Sexual Exposure, 2015) 


44. A It has no impact on prognosis 


Pregnancy itself does not appear to worsen the prognosis for women diagnosed in pregnancy with 
breast cancer compared with non-pregnant controls matched for age and stage (provided that stan- 
dard treatment guidelines for the breast cancer are adhered to). (Pregnancy and Breast Cancer. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 12, March 2011) 


45. E Ultrasound scan 


The diagnosis of breast cancer in pregnancy or in lactating women may be difficult. For those pre- 
senting with a breast lump during pregnancy, referral should be made to a specialist who on confir- 
mation of a discrete lump should request for ultrasound scan as the first investigation. If cancer is 
confirmed, then mammography with shielding of the fetus should be arranged to assess the extent 
of the disease and the contralateral breast. Tissue diagnosis is performed with ultrasound-guided 
biopsy for histology rather than cytology as proliferative changes during pregnancy render cytology 
inconclusive in many women. (Pregnancy and Breast Cancer. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 12, March 2011) 


46. C To avoid pregnancy as life expectancy is limited and treatment of metastasis will be 
compromised 


Women who have metastatic breast disease should be advised against pregnancy as life expectancy is 
limited and treatment of metastatic disease would be compromised. (Pregnancy and Breast Cancer. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 12, March 2011) 
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47. E __Prolongs the pregnancy by 2-7 days 


There is no clear evidence that tocolytic drugs improve outcome. and therefore, it is reasonable 
not to use them. However, tocolysis should be considered if the few days gained would be put to 
good use, such as completing a course of corticosteroids. The use of these drugs is associated with 
a prolongation of pregnancy for up to 7 days but with no significant effect on preterm birth and no 
clear effect on perinatal and neonatal morbidity. (Preterm Labour, Tocolytic Drugs. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 1B, February 2011) 


48. A __ Test blood group and antibody at booking and then at 28 weeks of gestation 


All women should have their blood group and antibody status determined at booking and then 
again at 28 weeks of gestation. (The Management of Red Cell Antibodies During Pregnancy. Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 65, May 2014) 


49. C _ Blood loss of more than 2000 mL 


The traditional definition of primary PPH is the loss of 500 mL or more blood from the genital tract 
within 24 h of the birth of a baby. PPH can be minor (500-1000 mL) or major (+1000 mL). Major 
PPH can further be subdivided into moderate (1001-2000 mL) and severe (>2000 mL). In women 
with a low body mass (or less than 60 kg), a lower level of blood loss may be clinically significant. 
(Prevention and Management of Postpartum Haemorrhage. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 52, December 2016) 


50. C Disorders of tone 


Causes of PPH can be grouped under the ‘four Ts’, which include tone, tissue, thrombin and trauma. 
The most common cause of PPH is uterine atony, a disorder of tone. (Prevention and Management 
of Postpartum Haemorrhage. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 52, December 2011) 
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SBA Obstetrics: Paper Il 
1. B Hepatic rupture 


Hepatic masses can cause local compressive symptoms or complications on adjacent viscera, capsular 
stretch from progressive growth or may bleed into the hepatic tissue causing local haematoma. This may 
be mistaken for dyspepsia, biliary disease, appendicitis, constipation, muscular pain or referred pain 
from pneumonia. Very rarely, a hepatic lesion can rupture into the peritoneal cavity leading to a risk of 
exsanguination with fetal hypoxia, potentially leading to fetal and/or maternal death. The possibility of 
hepatic bleeding should be considered in any patient with severe epigastric pain radiating to the back 
with signs of hypovolaemic shock as in this patient. (Milburn J et al. Diagnosis and management of 
liver masses in pregnancy. The Obstetrician & Gynaecologist 2016; 18:43-51) 


2. A Call consultant before proceeding to make an incision on the uterus 


The most appropriate action is to call the consultant before proceeding to make an incision on the 
uterus. This incision may well be classical, but that decision has to be made by the consultant. The need 
for interventional radiology or internal artery ligation will be determined by the consultant after 
delivering the baby. (Placenta Praevia and Placenta Accreta: diagnosis and management. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 27a, September 2018) 


3. B Caesarean section 


Caesarean section is the most important risk factor for sepsis, which may arise from a number of 
sources. Wound infection and endometritis are the commonest sites of postoperative infection, although 
the urinary tract, respiratory tract and nervous systems must also be considered. (Field A and Haloob 
R. Complications of caesarean section. The Obstetrician & Gynaecologist 2016; 18:265—272) 


4. B Beta-thalassaemia 


The most common autosomal recessive condition worldwide is beta-thalassaemia. The most com- 
mon autosomal recessive condition among Caucasians in Europe is cystic fibrosis. There are cur- 
rently more than 1000 mutations responsible for cystic fibrosis, and the most common is A508. 
(Ben-Nagi J et al. Pre-implantation genetic diagnosis: An overview and recent advances. 
The Obstetrician & Gynaecologist 2016; 18:99—106) 


5. A Both parents have to carry the abnormal gene for their children to be affected 


In autosomal dominant condition, the affected individual needs only one copy of the abnormal gene 
for the disease to be affected, while in autosomal recessive conditions, both parents who will be nor- 
mal will each have the abnormal gene for any of their offspring to be affected. Autosomal dominant 
conditions tend to be less severe and life-threatening than autosomal recessive conditions. Where the 
parent has an autosomal dominant condition, the risk of transmission to the offspring is 1:2 (50%), 
while for autosomal recessive conditions, the risk of affected offspring is 1:4 (25%). (Ben-Nagi J 
et al. Pre-implantation genetic diagnosis: An overview and recent advances. The Obstetrician & 
Gynaecologist 2016; 18: 99-106) 


6. D 4g loading dose followed by 0.5 g hourly 


Magnesium sulphate can be used for both fetal and maternal indications in women with renal trans- 
plants. The loading dose (4 g) should be given irrespective of the renal function but maintenance infu- 
sion levels should be halved in those with significant renal impairment and/or oliguria. Observations 
should be undertaken of signs of toxicity including maternal blood pressure, respiratory rate, oxy- 
gen saturation, patellar reflexes and fetal heart rate at baseline, during the loading of dose and then 
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up to every 4 h. MgSO, concentrations should be checked every 4-6 h and maintained at less than 
3.5 mmol/L. (Usman S et al. The use of magnesium sulphate in preterm labour. The Obstetrician & 
Gynaecologist 2017; 19: 21-28) 


7. C Commence her on intravenous hydrocortisone at a dose of 50-100 mg every 6-8 h 


Women taking more than 7.5 mg prednisolone per day for more than 2 weeks during preg- 
nancy require intravenous hydrocortisone (50-100 mg every 6-8 h) during labour and until they 
are able to tolerate oral medication. (Wiles KS et al. Solid organ transplantation in pregnancy. 
The Obstetrician & Gynaecologist 2016; 18: 189-197) 


8. A Continue to ACEi until a positive pregnancy test and then reassess the need for 
treatment and if required offer a non-teratogenic option 


All angiotensin receptor blockers (ARB) must be discontinued during pregnancy because of 
their teratogenicity. The non-proteinuria hypertensives can switch to alternative antihyperten- 
sives prior to pregnancy, but those with significant proteinuria may be reluctant to lose their renal 
protection for the unknown length of time it takes to successfully conceive. In these patients, the 
ACEi or ARB may be discontinued at a positive pregnancy test and the need for ongoing anti- 
hypertensive treatment may be reassessed, and if required, a non-teratogenic antihypertensive 
may be offered. (Wiles KS et al. Solid organ transplantation in pregnancy. The Obstetrician & 
Gynaecologist 2016; 18: 189-197) 


9. D _ Pre-eclampsia 


More than one aetiology is responsible for AKI in pregnancy. Data from audit studies indicate that it 
complicates 1.4% of obstetric admissions in the UK and that the most common cause is pre-eclamp- 
sia. Most cases occur in women without pre-existing renal disease and over 40% go unrecognized by 
the treating clinical team. (Wiles KS and Banerjee A. Acute kidney injury in pregnancy and the use 
of non-steroidal anti-inflammatory drugs. The Obstetrician & Gynaecologist 2016; 18: 127-135) 


10. D Loading does of MgSO, 4 g followed by an infusion dose of 0.5 g/h 


Magnesium sulphate is renally excreted, and therefore, if urine output falls below 20 mL/h, or if the 
creatinine is higher than 90 mmol/L, a 50% dose reduction in MgSO, infusion should be considered 
from 1 g/h to 0.5 g/h. However, in severe PET or eclampsia, the usual loading bolus of 4 g should 
be given. (Wiles KS and Banerjee A. Acute kidney injury in pregnancy and the use of non-steroidal 
anti-inflammatory drugs. The Obstetrician & Gynaecologist 2016; 18: 127-135) 


11. C Continue with the insulin pump but monitor blood glucose when appropriate 


If a pregnant woman on continuous insulin infusion (CID (the insulin pump) is admitted in labour, 
her pump should be left untouched if functioning normally, and it would be wise to involve the inpa- 
tient diabetic team in her care. Her blood glucose control can be maintained by the CSII, provided it 
was well controlled and basal needs stable. A team that is familiar with pumps should be available 
during labour, and ideally, there should be an additional person who can take control of the pump and 
test glucose when appropriate. (White SL et al. Insulin pumps and pregnancy. The Obstetrician & 
Gynaecologist 2016; 18: 199-203) 


12. C No live vaccines should be administered to the baby for the first 6 months 


The highest level of transfer of biologic agents to the fetus occurs during the third trimester. 
Clinically, significant levels may therefore be found in the newborn infant for up to 6 months after 
birth and may lead to clinically relevant neonatal immunosuppression. It is therefore advisable that 
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live-virus vaccines are delayed until after the biologic molecules are no longer detectable in the 
child’s blood, and this is typically at least 6 months after delivery in a woman receiving a biologic 
agent until the beginning of the third trimester. (Kapoor D et al. Inflammatory bowel disease in 
pregnancy. The Obstetrician & Gynaecologist 2016; 18: 205-212) 


13. B It is likely to remain active 


Women with disease in remission at the time of conception are more likely to have a normal pregnancy. 
The risk of relapse during pregnancy in this stable cohort is approximately 30%, which is similar to 
that in the non-pregnant patient. A recent meta-analysis showed that women who had active IBD at 
the time of conception had a two-fold increase in having an active disease during pregnancy. Pregnant 
women with active disease are therefore more likely to have active disease both during pregnancy and 
6 months postpartum. (Kapoor D et al. Inflammatory bowel disease in pregnancy. The Obstetrician & 
Gynaecologist 2016; 18: 205-212) 


14. C 95% for a false positive rate of 3% 


When nuchal translucency is combined with the three ultrasound markers of Down syndrome 
(absence of nasal bone, increased resistance in flow in ductus venosus and tricuspid regurgitation) 
and biochemistry (serum free-B-hCG and PAPP-A), the detection rate is improved to 95% for a false 
positive rate of 3%. (Al Mahri GA and Nicolaides KH. Evolution in screening for Down syndrome. 
The Obstetrician & Gynaecologist 2019; 21: 51-57) 


15. C The twins are monochorionic 


In monochorionic twin pregnancies, the FPR is twice as high as in singleton pregnancies because 
of increase in nuchal translucency in one fetus or could either be an early manifestation of twin- 
to-twin transfusion syndrome or a marker of chromosomal abnormality. In dichorionic twins, 
an individual risk is given for each fetus, but in monochorionic twins, the risk is calculated 
for each fetus and an average of the two is given for the whole pregnancy. (Al Mahri GA and 
Nicolaides KH. Evolution in screening for Down syndrome. The Obstetrician & Gynaecologist 
2019; 21: 51-57) 


16. C > >1000 pg/L 

Chelation therapy may start after 10-20 transfusions or when the serum ferritin level exceeds 
1000 ug/L to prevent significant iron overloading. (Supramaniam PR et al. Haemoglobinopathy 
and reproductive health. The Obstetrician & Gynaecologist 2018; 20: 253-259) 

17. D~ 10-20 


Chelation therapy may start after 10-20 transfusions or when the serum ferritin level exceeds 
1000 ug/L to prevent significant iron overloading. (Supramaniam PR et al. Haemoglobinopathy 
and reproductive health. The Obstetrician & Gynaecologist 2018; 20: 253-259) 

18. A _ High circulating aldosterone 


High circulating aldosterone is the main hormone responsible for reducing the water contents of 
stools during pregnancy. (Verghesse TS et al. Constipation in pregnancy. The Obstetrician & 
Gynaecologist 2015; 17: 111-115) 


19. A Abdominal bloating and flatulence 


Hyperosmolar laxatives are useful in pregnant women suffering from constipation. They do 
not increase bowel motility and therefore are unlikely to stimulate uterine contractions. The most 
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unwanted side effect is electrolyte imbalance, which tends to follow long-term treatment. (Verghesse 
TS et al. Constipation in pregnancy. The Obstetrician & Gynaecologist 2015; 17: 111-115) 


20. E The cervix is grossly disrupted 


The indications for a transabdominal suture include a grossly disrupted cervix or an absent vagi- 
nal cervix. A previously failed vaginal cerclage may be an indication, but this must be carefully 
selected as often one failure may be secondary to a poor technique rather than the suture. Placing a 
Shirodkar instead of a McDonald may improve the chances of success as this tends to be at the level 
of the internal cervical os. (Gibbs D and Sarridogan E. The role of abdominal cervical cerclage 
techniques in maternity care. The Obstetrician & Gynaecologist 2016; 18: 117-125) 


21. D Remove the stitch by posterior colpotomy and induce delivery 


A disadvantage of the transabdominal cerclage is the management of late miscarriages, premature 
rupture of fetal membranes and intrauterine fetal death. Where the suture is knotted posteriorly, it 
is best to remove it through a posterior colpotomy, thus avoiding the need for a second laparotomy/ 
laparoscopy. If the knot is anterior, this may be difficult, and therefore, a laparotomy maybe performed 
to manage the intrauterine fetal death. (Gibbs D and Sarridogan E. The role of abdominal cervical 
cerclage techniques in maternity care. The Obstetrician & Gynaecologist 2016; 18: 117-125) 


22. B Offer a transabdominal cerclage at 10-11 weeks 


Where vaginal cerclages have failed and the vaginal cervix is absent or as in this case almost 
inexistent, the patient should be offered a transabdominal cerclage. Although an interval suture has 
advantages over the one performed in pregnancy, it is best to offer it to this patient. The timing of 
the procedure is best after 10-11 weeks when first-trimester miscarriages from other caused must 
have occurred. Some practitioners will perform an early anomaly ultrasound scan at 11 weeks 
before performing the procedure. (Gibbs D and Sarridogan E. The role of abdominal cervical 
cerclage techniques in maternity care. The Obstetrician & Gynaecologist 2016; 18: 117-125) 


23. A 77% 


Large prospective studies have demonstrated that improvement in detection rates for Trisomy 21 
from 77% for NT alone (for a false positive rate of 4.7%) to 85% —90% for a combined first-trimester 
test using measurement of NT and placental protein markers, free B-hCG and pregnancy-associated 
plasma protein (PAPP-A) for a false positive rate of approximately 5%. (Fox CE and Kilby MD. 
Prenatal Diagnosis in the Modern Era. The Obstetrician & Gynaecologist 2016; 18: 213-219) 


24. A It has a lower false positive rate 


The Health Technology Assessment of Antenatal Screening for Down’s syndrome published in 2003 
showed that an integrated test utilizing first- and second-trimester measurements offered the best 
overall performance (false positive rate of 1.2% for a DR of 85%) compared to a DR of 85%-90% 
for the first-trimester combined biochemical and NT screening for a false positive rate of 5.7%. 
Acceptance of the integrated test is lower, and it is more costly than the first-trimester combined test. 
(Fox CE and Kilby MD. Prenatal diagnosis in the modern era. The Obstetrician & Gynaecologist 
2016; 18: 213-219) 


25. C 4% 


For NIPT to be feasible, sufficient cell-free fetal DNA must be present in the total cell-free DNA popula- 
tion analysed. For aneuploidy detection, this is 4%. (Fox CE and Kilby MD. Prenatal diagnosis in the 
modern era. The Obstetrician & Gynaecologist 2016; 18: 213-219) 
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26. E The presence of the ‘Ovarian crescent sign’ 


Borderline or low malignant potential adnexal masses are usually cystic lesions with malignant 
cytological features but without invasion of the ovarian stroma. In pregnancy, these are classified 
as mucinous or serous epithelial tumours. The ovarian crescent sign seen in ultrasound imaging 
refers to a rim of normal ovarian tissue adjacent to the lesion. This is thought to be a helpful sign 
in excluding invasive ovarian cancer but does not exclude a lesion of low malignant potential. 
(Alalade AO and Maraj H. Management of adnexal masses in pregnancy. The Obstetrician & 
Gynaecologist 2017, 19: 313-325) 


27. E It is not associated with an increased risk as used in the first trimester 


The tetracycline doxycycline is contraindicated beyond the 15th week of pregnancy as it causes tooth 
and bone discolouration and inhibits bone growth. Inadvertent use of tetracycline in the first trimes- 
ter is not associated with an increased risk of congenital malformations. (Alalade AO and Maraj H. 
Management of adnexal masses in pregnancy. The Obstetrician & Gynaecologist 2017; 19: 313-325) 


28. E Matured cystic teratoma 


Dermoid (matured teratomas) are the most common adnexal cystic lesions diagnosed after 
16 weeks of gestation. Dermoid cysts less than 6 cm in diameter are generally asymptom- 
atic in pregnancy. Cysts between 6 and 8 cm in diameter are particularly prone to torsion. 
(Alalade AO and Maraj H. Management of adnexal masses in pregnancy. The Obstetrician & 
Gynaecologist 2017; 19: 313-325) 


29. B 0.5% -1.0% 


Epilepsy is characterized by recurrent unprovoked seizures resulting from excessive neuronal dis- 
charge. It affects approximately 0.5%-1.0% of women of childbearing age and is the most com- 
mon serious neurological condition in pregnancy. (Bhatie M et al. The management of pregnant 
women with epilepsy: A multidisciplinary collaborative approach to care. The Obstetrician & 
Gynaecologist 2017, 19: 279-288) 


30. C It increases it by up to 10 times 


The number of new cases of epilepsy per year in young women is 20-30/100,000. The risk of 
mortality for pregnant women with epilepsy is almost ten times higher than that of the general 
population. (Bhatie M et al. The management of pregnant women with epilepsy: A multidisciplinary 
collaborative approach to care. The Obstetrician & Gynaecologist 2017; 19: 279-288) 


31. E Commence on high-dose folic acid (5 mg daily) and recommend continuation of 
sodium valproate but refer urgently to neurological review of medication 


Any women with epilepsy who are on AEDs and have an unplanned pregnancy should have an 
urgent review of their condition with a neurologist. This is important as their current medication 
may be the only one that controls the epilepsy in which case they will have to continue with it 
in pregnancy. (Bhatie M et al. The management of pregnant women with epilepsy: a multidisci- 
plinary collaborative approach to care. The Obstetrician & Gynaecologist 2017; 19: 279-288) 


32. A  Hypernatraemia 


Diabetes insipidus is the failure of the renal tubules to conserve water. If not corrected, this can lead 
to symptoms of polydipsia and dilute polyuria and can result in hypernatraemic dehydration with 
neurological sequelae such as weakness, confusion and seizures. (Quigley J et al. Diabetes insipidus 
in pregnancy. The Obstetrician & Gynaecologist 2018; 20: 41-48) 
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33. A She is greater than 20 weeks pregnant and correctly performed CPR has failed to 
result in rapid return of spontaneous of circulation (ROSC) after 4 min 


The RCOG guideline ‘Maternal Collapse in Pregnancy and Puerperium’ recommends that peri- 
mortem caesarean section should be performed if there is no rapid return of spontaneous circula- 
tion (ROSC) after 4 min of correctly performed CPR in a woman who is greater than 20 weeks of 
gestation. (Chu JJ et al. Perimortem caesarean section — Why, when and how. The Obstetrician & 
Gynaecologist 2018; 20: 151-158) 


34. C 5 min after a cardiac arrest 


Delivery of the fetus should ideally be completed 5 min after the cardiac arrest. The guidelines are 
clear that this procedure is primarily to assist maternal resuscitation (i.e. in the interest of the mother) 
rather than to save the fetus. (Chu JJ et al. Perimortem caesarean section — why, when and how. 
The Obstetrician & Gynaecologist 2018; 20: 151-158) 


35. E 10-15 litres per min 


Physiological changes occurring in pregnancy may lead to higher oxygen consumption and demand. 
Deoxygenation occurs more rapidly in maternal cardiac arrest; thus, supplementary oxygen should be 
given with a gas flow rate of 10-15 L/min. (Chu JJ et al. Perimortem caesarean section — Why, when 
and how. The Obstetrician & Gynaecologist 2018; 20: 151-158) 


36. B Leave all intravenous access ports, lines, intubation and other equipment including 
the CS in place and notify the coroner and relatives 


If a patient dies from a cardiac arrest and unsuccessful CPR, the coroner must be informed. Prior to 
this, all intravenous access ports, lines and intubation equipment must be left in place and the pla- 
centa left in situ; the uterus and abdomen should not be closed unless required to do so in the interest 
of dignity (if the relatives are to see the woman). (Chu JJ et al. Perimortem caesarean section — Why, 
when and how. The Obstetrician & Gynaecologist 2018; 20: 151-158) 


37. D When the HC measurement is 5 or more SD below the gestational age 


Microcephaly should be suspected if the HC falls 2 SD below the mean for gestational age. A defin- 
itive diagnosis can be made when the measurement is 5 or more SD below the mean for gestational 
age. (Munyame et al. Phenylketonuria in pregnancy. The Obstetrician & Gynaecologist 2018; 20: 
231-236) 


38. A Commence on tocolysis and a course of corticosteroids 


Based on cost-effectiveness, the recent NICE pathway on preterm birth and labour proposes that 
tests such as fFN, cervical length measurements, IGFPB-1 and placental alpha macrogolibin-1 
are not used with pregnancies presenting below 29+ weeks of gestation, but that these should be 
offered steroids and tocolysis instead. (David A and Soe A. Extreme prematurity and perinatal 
management. The Obstetrician & Gynaecologist 2018; 20: 109-117) 


39. D ‘Corticosteroids and nifedipine 


NICE recommends that for women with intact membranes in suspected preterm labour, obstetri- 
cians should consider nifedipine for pregnancies between 24+? and 25+° weeks of gestation and 
offer it to women over 26*° weeks. (David A and Soe A. Extreme prematurity and perinatal man- 
agement. The Obstetrician & Gynaecologist 2018; 20: 109-117) 
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40. C__Incise the cervix laterally 


Interventions that are recommended as immediate therapies for head entrapment are the intravenous 
administration of nitroglycerine (150-250 ug) and performing lateral cervical incisions. There are 
no data on the role of episiotomy at the threshold of viability, but it may widen the vaginal introitus 
to aid delivery of the presenting part in non-cephalic presentation. (David A and Soe A. Extreme 
prematurity and perinatal management. The Obstetrician & Gynaecologist 2018; 20: 109-117) 


41. C 3% 


Although only 3% of all live births are twin pregnancies, twin births account for up to 15% of 
special care unit admissions. (Murray SR et al. Spontaneous preterm birth prevention in multiple 
pregnancy. The Obstetrician & Gynaecologist 2018; 20: 57-63) 


42. E 50% (1:2) 


In Scotland, 50% of twins are delivered preterm (at less than 37 weeks of gestation) with 
around 20% delivered before 34 weeks of gestation. Figures from the USA are similar: a 
12-fold higher preterm birth rate of 56.6% when compared to 9.7% in singletons. (Murray 
SR et al. Spontaneous preterm birth prevention in multiple pregnancy. The Obstetrician & 
Gynaecologist 2018; 20: 57-63) 


43. A A single cervical length measurement from 18 weeks of gestation 


In asymptomatic women with a twin pregnancy, current evidence supports the use of measuring 
cervical length from 18 weeks of gestation as a predictor of spontaneous preterm birth but does 
not support repeated measures of the cervical length. (Murray SR et al. Spontaneous preterm birth 
prevention in multiple pregnancy. The Obstetrician & Gynaecologist 2018; 20: 57-63) 


44. D None 


There appears to be no benefit of cervical cerclage in reducing the risk of preterm birth in multiple 
compared to singleton pregnancies. This is also the case with vaginal progesterone. The evidence 
for the Arabin pessary is poor and conflicting. (Murray SR et al. Spontaneous preterm birth pre- 
vention in multiple pregnancy. The Obstetrician & Gynaecologist 2018; 20: 57-63) 


45. A Congenital CMV infection 


CMV is the leading non-genetic cause of sensorineural deafness in children and commonly causes 
cognitive disability. Primary infection in a previously seronegative woman in the first or early sec- 
ond trimester presents the highest risk of neurological sequelae, following mother to child transmis- 
sion. (Navti O et al. Comprehensive review and update of cytomegalovirus infection in pregnancy. 
The Obstetrician & Gynaecologist 2016; 18: 301-307) 


46. D upto 50% 


Following infection in a woman who was previously seronegative, the child transmission rate is 
estimated to vary from 14.2% to 52.4%. (Navti O et al. Comprehensive review and update of cyto- 
megalovirus infection in pregnancy. The Obstetrician & Gynaecologist 2016; 18: 301-307) 


47. B 1%-2% 


Secondary infection defined as intermittent excretion of virus in the presence of host immunity 
may be due to reactivation of an endogenous virus or exposure to a new strain of virus. CMV 
transmission rates due to non-primary infection are reported to be around 1%—2.2%. (Navti O et al. 
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Comprehensive review and update of cytomegalovirus infection in pregnancy. The Obstetrician & 
Gynaecologist 2016; 18: 301-307) 


48. C She has lost in excess of 1000 mL blood and bleeding is ongoing or she is clinically 
shock 


A multidisciplinary team involving senior members of staff should be summoned to attend to 
women with major PPH (loss of more than 1000 mL) and ongoing bleeding or clinical shock. 
(Prevention and Management of Postpartum Haemorrhage. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 52, December 2016) 


49. D_— Her Hb is <110 g/L at first contact in the first trimester 


Haemoglobin levels outside the normal UK range for pregnancy (110 g/L at first contact and 105 g/L 
at 28 weeks) should be investigated and iron supplementation should be considered if indicated. 
(Prevention and Management of Postpartum Haemorrhage. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 52, December 2016) 


50. D _ Intravenous oxytocin 5 IU slowly 


Randomized trials have compared different uterotonics (oxytocin, ergometrine-oxytocin, miso- 
prostol, carbetocin and 15-methyl prostaglandin F2a) for prophylaxis in women delivering by 
caesarean section. Appraisal of the evidence from these trials, together with consideration of stan- 
dard practice in the UK, led the development group for the NICE caesarean section guideline to 
recommend oxytocin 5 IU by slow intravenous injection for prophylaxis in the context of caesar- 
ean delivery. In low-risk women, tranexamic acid is not recommended; however, it can be used 
in combination in women at high risk of PPH at CS. (Prevention and Management of Postpartum 
Haemorrhage. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 52, December 2016) 
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SBA Obstetrics: Paper III 
1 sE Urine of an infected child 


For women of the reproductive age, the greatest risk from exposure is through contact with 
the urine or saliva of young children. Perinatal transmission also occurs through the ingestion 
of cervical-vaginal secretions. (Prevention and Management of Postpartum Haemorrhage. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 52, 
December 2016) 


2. B  10%-25% 


Most (75%—90%) congenital CMV infections are asymptomatic at birth with only 10%—25% of these 
having symptoms. Of those infected in utero, only 10%—25% will develop neurological sequelae. 
Of those who are symptomatic, the features include symmetrical growth restriction, microceph- 
aly, hepatosplenomegaly, petechiae, chorioretinitis, jaundice, thrombocytopenia and anaemia. 
(Prevention and Management of Postpartum Haemorrhage. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 52, December 2016) 


3. E The third trimester 


The rate of fetal infection appears to increase with gestation. It is highest in the third trimester; how- 
ever, no fetus infected in the third trimester has yet been found to have sequelae. (Prevention and 
Management of Postpartum Haemorrhage. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 52, December 2016) 


4. B Echocardiogram 


SIGN recommends the assessment of cardiac damage in women who have had chemotherapy 
and are either embarking on pregnancy or are pregnant and have not had a normal echocardio- 
gram within the last 3 years. SIGN recommends regular echocardiographic screening for those 
exposed to anthracyclines or who have received radiation to a field that includes the heart. This is 
because of the damage to the heart by the anthracyclines. In this patient, therefore, an echocar- 
diogram would be most appropriate prior to her becoming pregnant. (Wallace VF and Swallow 
GA. Pregnancy following treatment for malignancy. The Obstetrician & Gynaecologist 2016; 
18: 283-289) 


5. C Preterm delivery 


Women who are survivors of childhood cancer and are embarking on pregnancy should be advised 
about the slightly increased risk of preterm birth. They can be reassured that the risk of congenital 
malformations is not greater than in the general population. However, for those women with a his- 
tory of abdomino-pelvic radiation, or who have developed secondary medical conditions, there 
may be an increased risk of miscarriage, stillbirths and small for gestational age. For these women, 
growth scans may be appropriate. (Wallace VF and Swallow GA. Pregnancy following treatment 
for malignancy. The Obstetrician & Gynaecologist 2016; 18: 283-289) 


6. B Increase fluid and salt intake 


The initial mainstay of conservative management for PoTS is increased fluid (2-3L/Day) and salt 
intake (up to 10-12 g/day), which is aimed at increasing the circulating plasma volume and clini- 
cal symptoms improvement. Other conservative strategies include physical manoeuvres such as 
making a fist, bending forward, placing a foot on a chair and pumping calves before standing. 
Compression stockings have been used effectively but caffeine intake should be limited as it may 


108 


SBA ANSWERS — SBA OBSTETRICS: PAPER III 


promote hypovolaemia by increasing diuresis. (Bhatia M et al. Postural tachycardia syndrome 
(PoTS) and pregnancy. The Obstetrician & Gynaecologist 2018; 20: 119-123) 


7. D_ A single 4 g infusion IV over 30 min and then a 1 g infusion per hour until she 
delivers 


Most trials on MgSO, have used the existing pre-eclampsia regimen consisting of a bolus does of 4 g 
given intravenously over 30 min followed by 1 g/h until birth or up to a maximum of 24 h. The infusion 
should be discontinued once the baby is delivered. (Usman S et al. Use of magnesium sulfate in preterm 
deliveries for neuroprotection of the neonate. The Obstetrician & Gynaecologist 2017; 19: 21-28) 


8. B 16 weeks 


Fetal ultrasound assessment should be undertaken every 2—3 weeks in uncomplicated monochori- 
onic twin pregnancies from 16 weeks. Ultrasound examinations between 16 and 24 weeks focus 
primarily on the detection of TTTS. After 24 weeks, when first presentation of TTTS is uncom- 
mon, the main purpose is to detect fetal growth restriction, which may be concordant or discor- 
dant. (Management of Monochorionic Twin Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 51, December 2008) 


9 B  0.5%-2.5% 


Unintentional dural puncture (UDP) during epidural anaesthesia is not very uncommon. Several 
surveys have assessed the rate of UDP during epidural catheter placement and recorded frequencies 
varying from 0.19% to 3.6%. The incidence of postdural puncture headache (PDPH) after a UDP 
depends on the size of the epidural needle used. An analysis comparing the incidence of PDPH 
following UDP with a 16 gauge epidural needle to 18 gauge epidural needle showed the incidence 
of PDPH decreased from 88% to 64%. (Gurudatt CL. Unintentional dural puncture and postdural 
puncture headache — Can this headache of the patient as well as the anaesthesiologist be pre- 
vented? Indian Journal of Anaesthesia 2014; 58: 385-387) 


10. B 4 mmol/L 


Serum lactate should be measured within 6 h of the suspicion of severe sepsis in order to guide 
management. Serum lactate of >4 mmol/L is indicative of tissue hypoperfusion. With serum levels 
>4 mmol/L, an initial minimum of 20 mL/kg of crystalloid or equivalent should be administered. 
Vasopressors should be given for hypotension that does not respond to initial resuscitation. (Bacteria 
Sepsis in Pregnancy, The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 64a, April 2012) 


ll. C 35% 


In the NICE Guideline on intrapartum care, it is presented in table form that 32.4% of women 
labouring at home will be transferred to hospitals during the first or second stage of labour. 
For those labouring in a freestanding midwifery unit, the transfer rate is 37.1%, and it is 35.2% from 
an alongside midwifery unit. (Intrapartum Care: Care of Healthy Women and Their Babies During 
Childbirth. NICE Clinical Guideline No. 190, December 2014) 


12. E 25%-35% 


The incidence of primary B19 infection during pregnancy has been estimated at 1%—-5%, and the 
subsequent transplacental transmission is 24%—-33%. The risk of developing hydrops following this 
infection is reportedly varied (0%—24%), but according to recent studies, the rate is probably quite 
low (1%-1.6%). However, in pregnant women with a confirmed primary infection, the overall risk 
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of an abnormal outcome is approximately 5%—-10%. Non-immune hydrops fetalis is rare (1 in 3000), 
and in 20%-50% of cases, the aetiology is unknown. Meta-analysis has shown that B19 accounts 
for 15%-20% of cases of nonimmune hydrops fetalis, with a mean interval between the onset of 
maternal infection and fetal symptoms of 6 weeks. The chance of an adverse fetal outcome after 
infection seems to be greatest between 11 and 23 weeks of gestation, which correlates with the 
hepatic period of haematopoietic activity. Cordocentesis allows precise assessment of fetal anaemia, 
which might then be corrected by intravenous transfusion of erythrocytes. Accordingly, in series of 
hydropic fetuses, the case fatality rate may be almost 50%, but transfusions have proven beneficial, 
lowering the mortality rate to 18%. (Heegaard ED and Brown KE. Clinical Microbiology Reviews. 
2002; 15(3): 485-505 and Ismail KMK and Kilby MD. Human parvovirus B19 and pregnancy. 
The Obstetrician & Gynaecologist 2003; 5: 4-9) 


13. A Exomphalos/omphalocele 


Ventral wall hernias are best diagnosed after 12 weeks of gestation when physiological hernias in most 
cases have resolved. However most physiological hernias do not have the cord inserted at the centre of 
the hernia sac. The most likely pathology here is exomphalos/omphalocele, but this diagnosis will need 
to be confirmed at a later gestation. (Whitlow BJ et al. The value of sonography in early pregnancy for 
the detection of fetal abnormalities in an unselected population. BJOG 1999; 106: 929-936) 


14. A Combined test (MA+NT+biochemistry) 


The detection rate for DS with maternal age (MA) alone is 30%, for MA plus NT is 75%-—80% and 
for MA+NT+biochemistry (combined test) is 85%—95% in the first trimester for a false positive 
rate of 5%. In the second trimester, the detection rates increase to 90%—94% with the combined 
first and second trimester tests (biochemistry and NT). In this patient, however, there is a benefit in 
performing the test at this gestation and the best option is therefore the combined test. (Nicolaides 
KH. Screening for fetal aneuploidies at 1] to 13 weeks. Prenatal Diagnosis 2011; 31: 7-15) 


15. E HC 


The threshold for CRL for estimating gestational age is 84 mm, as suggested by ISUOG. The BPD 
is less reliable in determining gestational age because of variations in skull shape, such as dolicho- 
cephaly or brachycephaly; hence, some authors feel that BPD is less reliable than HC. As a single 
parameter, HC correlates better to gestational age than the other three standard parameters in the 
second trimester, and as with all others, it becomes less accurate with increasing gestational age. 
It is more challenging to measure the fetal AC than the other parameters. The abdomen has no 
bright echoes of bone, it is not always symmetrical, and its size will vary with fetal respiration and 
central body flexion/extension. Of all the fetal biometric parameters, this measurement has the most 
variability as it is somewhat dependent on fetal growth factors and body position. (Determination 
of Gestational Age by Ultrasound. SOGC Clinical Practice Guideline No. 303, February 2014) 


16. D FGM type3 


The WHO classifies FGM into various types. Type | is partial or total removal of the clitoris and/or 
the prepuce (Clitoridectomy), type 2 is partial or total removal of the clitoris and the labia minora, 
with or without excision of the labia minora (excision), type 3 is narrowing of the vagina orifice 
with creation of a covering seal by cutting and appositioning the labia minora and/or the labia 
majora, with or without excision of the clitoris (infibulation), and type 4 is all other harmful pro- 
cedures to the female genitalia for non-medical purposes, for example, pricking, piercing, incising, 
scraping and cauterization. (Female Genital Mutilation and its Management. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 53, July 2015) 
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17. B= 3adegree 


The current classification of perinatal trauma includes the classification of anal sphincter tears. 
The first degree involves laceration of the vaginal epithelium or perineal body, second degree 
involves primary muscle but not anal sphincter tear, third degree involves disruption of the anal 
sphincter muscles (3a, <50% thickness of the external sphincter; 3b, >50% of thickness of the exter- 
nal sphincter torn; 3c, internal sphincter also torn) and fourth degree involves tear with disruption 
of the anal epithelium. (Farah L, Sultan A and Thakar R. Obstetric pelvic floor and anal sphincter 
injuries. The Obstetrician & Gynaecologist 2012; 14: 257-265) 


18. B= Occipito-frontal 


The diameter of the fully flexed occipito-anterior presentation is sub-occipito bregmatic; for 
face presentation, it is sub-mento bregmatic; for brow presentation, it is mento-vertical; and 
for vertex with incomplete flexion, it is sub-occipito frontal. The diameter of deflexed vertex 
occipito-frontal (which is OP) is one of the widest diameters at presentation and is likely to 
result in prolonged labour. 


19. E Place her in the McRoberts’ position 


Upon recognition of shoulder dystocia, maternal pushing should be discouraged and help sorted. 
On arrival, the first step to take is to put the woman in the McRoberts’ position to allow for the 
McRoberts manoeuvre, which is successful in as many as 90% of cases. If this fails, the next 
manoeuvre should be the application of supra-pubic pressure followed by internal manoeuvres if 
these fail to deliver the shoulders. (Shoulder Dystocia. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 42, March 2012) 


20. A. Mifepristone 200 mg and misoprostol 50 ug qds for a total of 5 doses 


For induction of labour following an intrauterine fetal death, the recommended regimen is 200 mg 
mifepristone administered orally. The dose of misoprostol that is recommended is 50 ug given six 
times hourly up to a maximum of five doses per course. The vaginal route is the gold standard with 
the oral and sublingual routes reserved for those women at risk of malabsorption related to vaginal 
discharge or bleeding or for those women who need a repeated regimen for failed induction. (Nzewi 
C, Araklitis G, Narvekar N. The use of mifepristone and misoprostol in the management of late 
intrauterine fetal death. The Obstetrician & Gynaecologist 2014; 16: 233-238) 


21. A After 3 months 


Women who have had breast cancer are generally advised to wait for at least 2 years after treatment, 
(which is when the risk of recurrence is highest) before conception. The rate of recurrence is high- 
est in the first 3 years after diagnosis and then declines. Women with oestrogen receptor-positive 
disease should be advised that the recommended duration of tamoxifen treatment is 5 years and that 
they should stop this treatment 3 months before trying to conceive because of the long half-life of 
the drug. Furthermore, they should be advised to have routine imaging before trying to conceive to 
avoid the need for imaging during pregnancy. (Pregnancy and Breast Cancer. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 12, March 2011) 


22. C Liver function test 


The recommended treatment for uncomplicated pulmonary tuberculosis in pregnancy is a com- 
bination of isoniazid (INH), rifampicin and ethambutol with or without pyrazinamide. INH and 
rifampicin are hepatotoxic; thus, patients on these medications should have a monthly liver function 
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test (especially the transaminases). (Gibson PS and Powrie RO. Respiratory disease. In: James D 
et al. High Risk Pregnancies: Management Options. pp. 666-667, 2011) 


23. D ST elevation 


Electrocardiography (ECG) is classically the first-line test in making a diagnosis of AMI in any patient 
presenting with chest pain. The most sensitive and specific ECG marker is ST elevation. However, 
other changes that may be present include ST depression, symmetrical T-wave inversion and newly 
developed Q waves. These tend not to be as specific and sensitive as ST elevation. (Wuntakal R et al. 
Myocardial infarction and pregnancy. The Obstetrician & Gynaecologist 2013; 15: 247-255) 


24. E Polymorphic eruption of pregnancy (PEP) 


Polymorphic eruption of pregnancy (PEP), is also known as pruritic urticarial papules and plaques 
of pregnancy, is a benign self-limiting pruritic inflammatory disorders of pregnancy commonly pre- 
senting in primiparous woman in the third trimester or immediately postpartum. In most cases, it 
resolves within 4—6 weeks postpartum. (Maharajan A et al. Skin eruptions specific to pregnancy: An 
overview. The Obstetrician & Gynaecologist 2013; 15: 233-240) 


25. E Renal hypoperfusion 


In fetal growth restriction where there is placental dysfunction, there is redistribution of blood to 
the essential fetal organs (the brain, heart and adrenals) at the expense of the bowel, kidneys and 
other organs. The resulting renal hypoperfusion causes a reduction in urine production, which is 
responsible for the oligohydramnios that is associated with these pregnancies. (Small for Gestational 
Age Fetus — Investigation and Management. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 31, March 2013) 


26. A Explain that the risk of malformation is low and recommend continuation of the 
medication 


Animal studies have failed to reveal evidence of fetal harm with fluoxetine. There are no con- 
trolled data in human pregnancy. Results of a number of epidemiological studies assessing the 
risk of fluoxetine exposure in early pregnancy have been inconsistent and not provided conclusive 
evidence of an increased risk of congenital malformations. Some epidemiological studies sug- 
gest an increased risk of cardiovascular malformations; however, the mechanism is unknown. 
Overall, data suggest that the risk of having an infant with a cardiovascular defect following 
maternal fluoxetine exposure is approximately 2 in 100 compared with 1 in 100 for the general 
population. Neonates exposed to SSRIs and SNRIs late in the third trimester have uncommonly 
reported clinical findings including respiratory distress, cyanosis, apnoea, seizures, tempera- 
ture instability, feeding difficulty, vomiting, hypoglycaemia, hypotonia, hypertonia, hyperre- 
flexia, tremor, jitteriness, irritability, and constant crying. (Morrison JL, Riggs KW, and Rurak 
DW. Fluoxetine during pregnancy: Impact on fetal development. Reproduction, Fertility and 
Development. 2005; 17(6): 641-650) 


27. B Advise that breastfeeding is safe 


Breastfeeding is safe and should be encouraged in women who have thalassaemia major. Those who 
plan to breastfeed should restart desferrioxamine as soon as the initial 24-h infusion of intravenous 
desferioxamine finishes after delivery. Desferrioxamine is secreted in breast milk but is not orally 
absorbed and therefore not harmful to the newborn. There are minimal safety data on other iron 
chelators. (Management of beta thalassaemia in pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 66, March 2014) 
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28. C 75001U 


The dose of dalteparin recommended for thromboprophylaxis is 2500 IU for women who weigh 
<50 kg, 5000 IU for those weighing 50-90 kg, 7500 IU for those weighing 91-130 kg, 10,000 IU 
for those weighing 131-170 kg and 75 IU/kg/day for those who weigh more than 170 kg. (Reducing 
the risk of venous thromboembolism during pregnancy and the puerperium. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 37a, April 2015) 


29. D 42 days (6 weeks) 


This woman has a family history of VTE in her mother as well as being homozygous factor V 
Leiden. It is recommended that women with asymptomatic antithrombin, protein C or S defi- 
ciency or those with more than one thrombophilic defect (including homozygous factor V Leiden, 
homozygous prothrombin gene mutation and compound heterozygotes) should be offered throm- 
boprophylaxis for 6 weeks postnatally even in the absence of additional risk factors. (Reducing 
the risk of venous thromboembolism during pregnancy and the puerperium. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 37a, April 2015) 


30. A Escherichia coli 


The most common organisms identified in pregnant women dying from sepsis are Lancefield Group 
A beta-haemolytic Streptococcus and E. coli. (Bacteria sepsis in pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 64a, April 2012) 


31. B Call for the consultant urgently but proceed with opening the lower segment 


This is an emergency CS, and therefore, waiting for the consultant to arrive or for the interventional 
radiologist to insert catheters are not appropriate options. It is important to call for the consultant, 
but the surgeon must proceed to deliver the baby. These veins are likely to collapse once the uterus 
is emptied, but it should be easy to isolate and tie them off accepting that she is likely to bleed. 
Hopefully, blood would have been typed and then cross-matched blood should be requested for. 
A classical incision is associated with greater morbidity and should be avoided. 


32. A Emergency CS 


An instrumental delivery is likely to be a difficult one in this woman as the baby’s head is still at 
the level of the spines. In view of the ITP and the high head, the best option will be for a CS as 
this will reduce the risk of intracranial haemorrhage. (Myers B. Thrombocytopenia in pregnancy. 
The Obstetrician & Gynaecologist 2009; 11: 177-183) 


33. B — ffDNA in maternal blood for fetal genotype 


It is recommended that non-invasive fetal genotyping using maternal blood should be undertaken for 
the relevant antigens when maternal antibodies are present. This is possible for D, C, c, E, e and K 
antigens. This testing is performed from ffDNA. For other antigens, the testing should be performed by 
CVS or amniocentesis. In this patient who is RhD negative and her partner is heterozygous, it is impor- 
tant first to check whether the baby is RhD positive or not. If the baby is RhD negative, there will be no 
need to monitor the pregnancy. (The management of women with red cell antibodies during pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 65, May 2014) 


34. A Arrange detailed scan with FMU after 5 weeks 


Oral aciclovir should be prescribed for pregnant women with chickenpox, if they present within 
24 h of the onset of the rash and if they are at least 20 weeks. However, the use of aciclovir before 
20 weeks should also be considered. Women who develop chickenpox in pregnancy should be 
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referred to a fetal medicine specialist at 16-20 weeks or 5 weeks after infection for discussion and 
detailed ultrasound examination. (Chickenpox in pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 13, June 2015) 


35. A 1:2 


In this couple, the risk is 1:2 (i.e. 50% of the offspring will be affected, while 50% will be 
carriers. Thalassaemia is a recessive condition, implying that an affected husband will be 
homozygous and the carrier woman will be recessive. (Management of beta thalassaemia 
in pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 66, March 2014) 


36. C 1:20 (5%) 


Women who have had a previous CS and are embarking on VBAC have a 1:200 (0.5%) risk of 
uterine rupture. This risk is significantly increased (5% or higher) if they have had a previous uter- 
ine rupture. A previous uterine rupture is therefore considered a contraindication to VBAC (Birth 
After Previous Caesarean Birth. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 45, October 2015) 


37. B _71%-75% 


The success rate of planned VBAC is approximately 72%—75%. This is not too different from that 
after two CS (62%-75%) where the selection is careful with favourable factors. (Birth after previ- 
ous caesarean birth. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 45, October 2015) 


38. A Ifshe has had a previous vaginal delivery 


Previous vaginal delivery, particularly previous successful VBAC, is the single best predictor 
of successful VBAC and is associated with planned VBAC success rate of 85%—90%. A previ- 
ous vaginal delivery is also independently associated with a reduced risk of uterine rupture. 
A successful VBAC is more likely be achieved in women with a previous CS for fetal malpre- 
sentation (84%) compared with women with previous CS for either labour dystocia (64%) or 
fetal distress (73%) indications. Despite a degree of the data inconsistency, successful VBAC 
appears more likely to be possible in women with a previous labour dystocia at 8 cm or more 
compared with women with previous CS for dystocia at less than 8 cm. (Birth after previous 
caesarean birth. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 45, October 2015) 


39. A Amniotic fluid embolism 


Amniotic fluid embolism (AFE) is estimated to occur in approximately 1.25—12.5/100,000 mater- 
nities. Survival rates have improved over time from 14% in 1979 to around 30% in 2005 and 80% 
in 2010: however, neurological morbidity in survivors is well recognized. AFE presents as col- 
lapse during labour or within 30 min of delivery in the form of acute hypotension, respiratory 
distress and acute hypoxia. (Maternal Collapse in Pregnancy and Puerperium. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 56, January 2011) 


40. B Clinical features 


The diagnosis of non-fatal amniotic fluid embolism is clinical as there is no established accurate 
diagnostic test premortem. (Maternal Collapse in Pregnancy and Puerperium. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 56, January 2011) 
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41. B__ Dissection of an aortic root aneurysm 


Aortic root dissection can present in otherwise healthy women with signs and symptoms such as 
central chest pain or interscapular pain, a wide pulse pressure, mainly secondary to systolic hyper- 
tension and a new cardiac murmur. The presence of these symptoms must prompt referral to a 
cardiologist and also for appropriate imaging. (Maternal Collapse in Pregnancy and Puerperium. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 56, January 2011) 


42. C The weight of the baby 


There is evidence to suggest that where shoulder dystocia occurs, the larger infants are more likely 
to suffer permanent BPI after shoulder dystocia. This is independent of which shoulder is impacted 
and where it is impacted. The time it takes to manage the dystocia does not influence the occur- 
rence of BPI. Traction and its degree directly influence the occurrence of BPI. (Shoulder Dystocia. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 42, March 2012) 


43. A Brachial plexus injury (BPI) 


Neonatal BPI is the most common cause for litigation related to shoulder dystocia and the third most 
likely litigated obstetric-related complication in the UK. (Shoulder Dystocia. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 42, March 2012) 


44. C 45%-50% 


The NHSLA has reported that 46% of the injuries in shoulder dystocia are associated with sub- 
standard care. However, not all injuries are due to excessive traction by healthcare professionals, 
and there is a significant body of evidence suggesting that maternal propulsive force may con- 
tribute to some of these injuries. (Shoulder Dystocia. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 42, March 2012) 


45. D Serial growth ultrasound scan and Umbilical artery Doppler from 26 to 28 weeks of 
gestation 


With regard to the screening or monitoring for small for gestational age, woman should be strati- 
fied at booking into at-risk categories. Where the woman has a major risk factor (in this case, age 
>40 years and also smoker), the recommendation is for serial ultrasound for fetal size and umbilical 
artery Doppler from 26—28 weeks to assess fetal well-being. These women are at high enough risk, 
and uterine artery Doppler is therefore not very appropriate. (Small for Gestational Age Fetus — 
Investigation and Management. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 31, March 2013) 


46. C_ Karyotyping 


Karyotyping should be offered in severe SGA with structural abnormalities and in those detected before 
23 weeks of gestation especially of the uterine artery Doppler is normal. The presence of polyhydram- 
nios, symmetrical SGA and normal umbilical artery Doppler is highly suggestive of karyotypic abnor- 
mality. Karyotyping is therefore advisable. Here, there is the real risk of preterm labour or rupture of 
membrane with an invasive testing. (Small for Gestational Age Fetus — Investigation and Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 31, March 2013) 


47. C Estimated blood loss of 1000 mL and continuing or associated with clinical shock 


Postpartum haemorrhage is considered major if the estimated blood loss is greater than 1000 mL and 
continuing or there is clinical shock. (Prevention and Management of Postpartum Haemorrhage. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 52, December 2016) 
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48. C Blood group O, Rhesus (D) negative and K-negative 


Major obstetric haemorrhage protocols must include the provision of emergency blood with immedi- 
ate issue of group O, rhesus D (RhD) negative and K-negative units with a switch to group-specific 
blood as soon as feasible. Although the recommendation is for CMV-negative blood to be used in 
the UK (and most blood used is leucocyte-depleted making the risk of CMV much less) for elective 
transfusion in an emergency such as PPH, standard leucocyte-depleted components should be given 
to avoid delay and CMV-negative blood or platelets are not needed for transfusion during delivery 
or in the postpartum period. (Prevention and Management of Postpartum Haemorrhage. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 52, December 2016) 


49. C Blood collection, filtering, washing and transfusion 


Intraoperative cell salvage is the process whereby bloodshed during an operation is collected, fil- 
tered and washed to produce autologous blood cells for transfusion to the patient. (Prevention and 
Management of Postpartum Haemorrhage. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 52, December 2016) 


50. D She has had 4 units of red blood cells 


In women with severe PPH, if haemostatic results are available and bleeding is continuing then, 
after 4 units of red blood cells, FFP should be infused at a rate of 12-15 mL/kg until haemostatic 
test results are known. (Prevention and Management of Postpartum Haemorrhage The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 52, December 2016) 
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SBA Obstetrics: Paper IV 
1. D 60% and 70% 


The National Institute for Health and Care Excellence (NICE) estimates that low-molecular-weight 
heparin (LMWH) reduces VTE risk in medical and surgical patients by 60% and 70%, respectively. 
(Reducing the Risk of Venous Thromboembolism during Pregnancy and the Puerperium. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 37a, April 2015) 


2. C In the first 3 weeks postpartum 


The absolute risk of VTE peaks in the first 3 weeks postpartum. (Reducing the Risk of Venous 
Thromboembolism during Pregnancy and the Puerperium. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 37a, April 2015) 


3. E Commence LMWH now and until 6 weeks post-delivery 


Any woman who has four or more risk factors should be considered for prophylactic LMWH 
throughout the antenatal period and will usually require prophylactic LMWH for 6 weeks postna- 
tally, but a postnatal risk reassessment should be made. This woman has four risk factors, which 
include smoking, her age, parity and having had an IVF pregnancy. (Reducing the Risk of Venous 
Thromboembolism during Pregnancy and the Puerperium. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 37a, April 2015) 


4. E Continue with the standard dose of LMWH until 6 weeks postpartum or until war- 
farin is re-commenced 


Women with a previous VTE associated with other heritable thrombophilic defects other than 
antithrombin [II are at a lower risk of recurrence and can be managed with standard doses of 
thromboprophylaxis. The thromboprophylaxis should be continued throughout the antenatal period 
and for 6 weeks postpartum or until return to oral anticoagulation. (Reducing the Risk of Venous 
Thromboembolism during Pregnancy and the Puerperium. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 37a, April 2015) 


5. B = 2%-6% 


The subjective clinical assessment of deep venous thromboembolism (DV) and pulmonary embo- 
lism (PE) is particularly unreliable in pregnancy, and only a minority of women with clinically sus- 
pected VTE have the diagnosis confirmed when objective testing is performed; the prevalence of 
ultimately diagnosed PE in pregnancy in women with suspected PE is 2%—6%. (Thrombotic Disease 
in Pregnancy and the Puerperium: Acute Management. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 37b, April 2015) 


6. E Stop the LMWH and repeat the ultrasound scan on days 3 and 7 to ensure that it is 
indeed not a DVT 


If compression duplex ultrasound is negative and there is a low level of clinical suspicion, 
anticoagulant treatment can be discontinued. If the ultrasound is negative and a high level of 
clinical suspicion exists, anticoagulant treatment should be discontinued but the ultrasound 
should be repeated on days 3 and 7. (Thrombotic Disease in Pregnancy and the Puerperium: 
Acute Management. The Royal College of Obstetricians and Gynaecologists RCOG Green-top 
Guideline No. 37b, April 2015) 
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7. B Compression duplex ultrasound scan 


In women presenting with suspected PE who also have symptoms and signs of DVT, compression 
duplex ultrasound scan should be performed. If compression ultrasonography confirms the pres- 
ence of DVT, no further investigation is necessary and treatment for VTE should be continued. 
(Thrombotic Disease in Pregnancy and the Puerperium: Acute Management. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


8. A Chest X-ray (CXR) followed by V/Q scan or CTPA 


In women presenting with suspected PE with no symptoms and signs of DVT, a ventilation/perfu- 
sion (V/Q) scan of the lungs or a computerized tomography pulmonary angiogram (CTPA) should 
be performed. A chest X-ray may identify other pulmonary diseases such as pneumonia, pneu- 
mothorax or lobar pneumonia. While CXR is normal in over half of pregnant women with objec- 
tively proven PE, abnormal features caused by the PE include atelectasis, effusion, focal opacities, 
regional oligaemia or pulmonary oedema. The CXR should therefore be performed prior to decid- 
ing upon further tests — V/Q scan or CTPA as an abnormal CXR will be a relative contraindica- 
tion to a V/Q scan. (Thrombotic Disease in Pregnancy and the Puerperium: Acute Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


9 D 55% 


A significant reduction or sudden alteration in fetal movements may be a warning sign of impending 
fetal death. An association between reduced fetal movements and poor perinatal outcome has been 
demonstrated from fetal physiological studies. Most women (55%) experiencing a stillbirth per- 
ceive a reduction in fetal movements prior to the diagnosis. (Reduced Fetal Movements. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 57, February 2011) 


10. D ____ Listen to the fetal heart and if normal, reassure and discharge her with the advice 
to contact the maternity unit if she has concerns 


When a woman presents with reduced fetal movements, a good history should be taken. If after dis- 
cussion with the clinician, it is clear that the women does not have reduced fetal movements, there 
are no other risk factors for stillbirth, and if there is presence of a normal fetal heart rate on ausculta- 
tion, she can be reassured and discharged. However, if she still has concerns, she should be advised 
to attend her maternity unit. (Reduced Fetal Movements. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 57, February 2011) 


11. D Organize delivery 


Where the pregnancy is over 28 weeks of gestation and the history confirms decreased fetal move- 
ments, arrangements should be made for the woman to have a cardiotocography (CTG) to exclude 
fetal compromise. A CTG for at least 20 min provides an easily accessible means of detecting fetal 
compromise. Several studies have concluded that if the term fetus does not experience a fetal heart 
rate acceleration for more than 80 min, fetal compromise is likely to be present. This woman has two 
risk factors for fetal compromise — her age and a mildly elevated BP. Delivery is therefore the best 
option. An ultrasound scan will not influence the plan to deliver this baby. (Reduced Fetal Movements. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 57, February 2011) 


12. A __ Discuss and offer fetal genotyping (preferably the use of ffDNA) 


There is no evidence that assisted reproductive technology (ART) increases the risk of red cell 
antibodies developing (alloimmunization). However, if the donor eggs are used for a mother with an 
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alloantibody and the donor red cell antigen status is not known, fetal genotyping may be required 
and in this case by non-invasive prenatal testing (NIPT). (The Management of Women with Red 
Cell Antibodies during Pregnancy. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 65, May 2014) 


13. A Test blood group and antibody at booking and then at 28 weeks of gestation 


All women should have their blood group and antibody status determined at booking and then 
again at 28 weeks of gestation. (The Management of Women with Red Cell Antibodies dur- 
ing Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 65, May 2014) 


14. D Offer non-invasive testing from maternal blood at around 16 weeks of gestation 


Although it is considered reasonable to determine the paternal phenotype by serology where there 
are significant levels of maternal red cell antibodies, it is reasonable to omit this process and pro- 
ceed directly to fetal genotyping to avoid issues of non-paternity. This can be determined non- 
invasively from maternal blood using polymerase chain reaction techniques. (The Management 
of Women with Red Cell Antibodies during Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 65, May 2014) 


15. D Any level of antibody 


Any woman with anti-K antibodies should be referred for monitoring irrespective of the titre. This is 
because severe fetal anaemia can occur even with low titres. (The Management of Women with Red 
Cell Antibodies during Pregnancy. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 65, May 2014) 


16. D Two thirds 


Although CMV transmission is more likely in women with primary infection, at the population 
level, especially in populations with high CMV seroprevalence, the majority (around two-thirds) 
of infants with congenital CMV are born to women with pre-existing CMV immunity. (Congenital 
Cytomegalovirus Infections: Update on Treatment. The Royal College of Obstetricians and 
Gynaecologists Scientific Impact Paper No. 56, November 2017) 


17. A Reduces the risk of cerebral palsy in the baby 


Magnesium sulphate for the prevention of preterm birth has been evaluated in several trials 
with no evidence that it reduces the risk of preterm birth. However, its administration to women 
considered at risk of preterm birth reduces the risk of cerebral palsy. If a woman is at risk of pre- 
term birth, she should receive magnesium sulphate for 24 h to reduce the risk of cerebral palsy. 
Magnesium sulphate is associated with an increased risk of fetal, neonatal and infant death. 
(Magnesium Sulphate to Prevent Cerebral Palsy following Preterm birth. The Royal College of 
Obstetricians and Gynaecologists Scientific Impact Paper No. 29, September 2011) 


18. D = 30%-34% 


There is evidence demonstrating an association between ascending infection from the lower genital tract 
and PPROM. In patients with PPROM, about one-third of pregnancies have positive amniotic fluid cul- 
tures and studies have shown that bacteria have the ability to cross intact membranes. (Preterm Prelabour 
Rupture of Fetal Membranes. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 44, October 2010; NICE Guideline — Preterm labour and Birth No. 25, November 2015) 
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19. C To express the breast milk and discard for 2 weeks before breastfeeding 


The ability to breastfeed may depend on surgery and whether major ducts have been excised or 
not. Breastfeeding while on chemotherapy is not advised, as the drug crosses into breast milk 
and may cause neonatal leukopenia with a risk of infection. There should be a time interval of 
14 days or more from the last chemotherapy session to start breastfeeding to allow drug clearance 
from the breast milk. (Pregnancy and Breast Cancer. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 12, 2011) 


20. C Baseline blood sample for storage and a follow-up sample for testing at 12 weeks 


All healthcare workers exposed to HIV should be encouraged to provide a baseline blood sample 
(this should not be tested unless the healthcare worker is in the high-risk category) and a follow-up 
sample for testing (at 12 weeks). The practice of taking a 6-month sample for storage is inappropri- 
ate. It is sufficient to retain baseline samples for 2 years. The healthcare worker must be informed 
of the retention policy at the time the sample is taken. (H/V PEP, Guidance from CMO Expert 
Advisory Group on Aids, 2008) 


21. D ~=_7-8/1000 pregnancies 


Obstetric cholestasis (also referred to as intrahepatic cholestasis of pregnancy) affects approxi- 
mately 0.7% of pregnancies in multi-ethnic populations in the UK. (Obstetric Cholestasis. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 43, May 2011) 


22. D Six weeks 


Ideal follow-up of women with obstetric cholestasis is recommended at 8 weeks, but the liver function 
test should be performed at 6 weeks. At 8 weeks, it is hoped that if it was obstetric cholestasis, pruritus 
should have been resolved and the liver function test should return to normal. (Obstetric Cholestasis. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 43, May 2011) 


23. C  Noreliable method is available 


A large number of techniques have been used to monitor fetuses of women with obstetric 
cholestasis in the hope that fetal death can be predicted. These include cardiotocography, 
ultrasound scan, umbilical artery Doppler, amniocentesis for the presence of meconium or 
mature lecithin-sphingomyelin ratio, transcervical amnioscopy for the identification of meco- 
nium after 36 weeks of gestation and monitoring of fetal movement patterns by the pregnant 
woman. None has been subjected to rigorous studies and none has been shown to be reliable in 
predicting intrauterine death. (Obstetric Cholestasis. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 43, May 2011) 


24. E Upto80% 


Nausea and vomiting affects up to 80% of pregnant women and is one of the most common indi- 
cations for hospital admission among pregnant women, with typical stays between 3 and 4 days. 
(The Management of Nausea and Vomiting of Pregnancy and Hyperemesis Gravidarum. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 69, June 2016) 


25. E  NVP with weight loss of more than 5% pre-pregnancy weight, dehydration and elec- 
trolyte imbalance 


Hyperemesis gravidarum can be diagnosed when there is protracted NVP with a triad of more 
than 5% pre-pregnancy weight loss, dehydration and electrolyte imbalance. (The Management 
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of Nausea and Vomiting of Pregnancy and Hyperemesis Gravidarum. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 69, June 2016) 


26. E Treat the hyperemesis and not the abnormal thyroid function 


In two-thirds of patients with HG, there may be abnormal thyroid function tests (based on a struc- 
tural similarity between TSH and hCG) with a biochemical thyrotoxicosis and raised free thyroxine 
levels with or without suppressed thyroid stimulating hormone levels. These patients rarely have 
thyroid antibodies and are euthyroid clinically. The biochemical thyrotoxicosis resolves as the HG 
improves and treatment with antithyroid drugs becomes inappropriate. (The Management of Nausea 
and Vomiting of Pregnancy and Hyperemesis Gravidarum. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 69, June 2016) 


27. E Hypokalaemia, hyponatraemia, hypochloraemia and ketosis 


The most important intervention in women with severe nausea and vomiting/hyperemesis gravi- 
darum is likely to be the appropriate intravenous fluid and electrolyte replacement. There is no evi- 
dence to determine which fluid regimen is most appropriate, but given that most women admitted to 
hospital with HG are hyponatraemic, hypochloraemic, hypokalaemic and ketotic, it seems appro- 
priate to use normal saline and potassium chloride. (The Management of Nausea and Vomiting of 
Pregnancy and Hyperemesis Gravidarum. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 69, June 2016) 


28. A 0.1%-0.5% 


In the UK, the rate of HIV MTCT in diagnosed women was 25.6% in 1993 when interventions 
were virtually non-existent. Between 2000 and 2006, with high uptake interventions, the over- 
all transmission rate from diagnosed women was 1.2% and less than 1% among women who had 
received at least 14 days of ART. Among more than 2000 women who had received cART and 
delivered with an undetectable viral load, there were only three transmissions, with an MTCT 
rate of 0.1%. These very low rates persist and were even lower in 2007-2011 at an estimated 
rate of 0.57%. (BHIVA Guidelines for the management of HIV infection in pregnant women 
2012 [update 2014]) 


29. B Document in her notes and re-offer testing at her 28 weeks antenatal visit 


In 2009, the National Screening Committee considered the introduction of a routine repeat screen- 
ing test in the third trimester to identify seroconversions in pregnancy, but concluded that a uni- 
versal re-offer should not be introduced at that time. However, it was reiterated that women who 
declined the initial offer should be re-offered screening at around 28 weeks of gestation and the 
repeat test should be offered to any woman who was thought to be at continuing risk of infection 
and to any woman who requested a second or subsequent test. (BHIVA Guidelines for the manage- 
ment of HIV infection in pregnant women 2012 [update 2014]) 


30. A At the start of the second trimester 


Women who do not require treatment for themselves should commence temporary cART at the 
start of the second trimester if the baseline viral load is >30,000 HIV RNA copies/mL plasma. 
If the viral load is >100,000 HIV RNA copies/mL plasma, then consideration should be given to 
commencing the cART earlier. Those presenting after 28 weeks of gestation should commence 
cART without delay. (BHIVA Guidelines for the management of HIV infection in pregnant women 
2012 [update 2014]) 
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31. A Defer the procedure until her HIV status is known 


The combined screening test for trisomy 21 is recommended as this has the best sensitivity and 
specificity and will minimize the number of women who may need invasive testing. Invasive testing 
should not be performed until after the HIV status of the mother is known and should ideally be 
deferred until HIV viral load has been adequately suppressed. (BHIVA Guidelines for the manage- 
ment of HIV infection in pregnant women 2012 [update 2014 ]) 


32. A Defer invasive testing until the viral load is <50 HIV RNA copies/mL plasma 


Where possible, amniocentesis or chorionic villus sampling should be deferred until the viral load 
is <50 HIV RNA copies/mL plasma. (BHIVA Guidelines for the management of HIV infection in 
pregnant women 2012 [update 2014]) 


33. E Avoid breastfeeding and give the baby a 4 weeks course of zidovudine monotherapy 


Zidovudine monotherapy is recommended if maternal viral load is <S5O HIV RNA copies/mL 
plasma at 36 weeks of gestation or thereafter prior to delivery (or the mother delivered by planned 
CS whilst on zidovudine monotherapy). In this patient, there is no enough information about her 
CD4 count and duration of ARY therapy including compliance; thus, it would be reasonable to 
treat the baby for 4 weeks, although she would seem to be at low risk of having been induced. 
(BHIVA Guidelines for the management of HIV infection in pregnant women 2012 [update 2014]) 


34. D Speculum examination followed by digital examination if indicated 


After clinical assessment of women reporting with symptoms of preterm labour with intact mem- 
branes, a speculum examination should be performed followed by a digital examination if the 
extent of the cervical dilation cannot be assessed. (Preterm Prelabour Rupture of Fetal Membranes. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 44, October 
2010; NICE Guideline — Preterm labour and Birth No. 25, November 2015) 


35. B Commence on vaginal progesterone 


Prophylaxis vaginal progesterone should be offered to women with no history of spontaneous preterm 
birth or mid-trimester loss in whom a transvaginal ultrasound scan has been carried out between 16*° 
and 24*° weeks of gestation that reveals a cervical length of less than 25 mm. (Preterm Prelabour 
Rupture of Fetal Membranes. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 44, October 2010; NICE Guideline — Preterm labour and Birth No. 25, November 2015) 


36. E All women as early as possible 


Screening for sickle cell disease and thalassaemia should be offered to all women as early as pos- 
sible in pregnancy (ideally by 10 weeks). The type of screening depends upon the prevalence and 
can be carried out in primary or secondary care. (Antenatal Care for Uncomplicated Pregnancies. 
NICE Clinical Guideline. Published 26 March 2008) 


37. D 54-84mm 


The crown rump length for measuring the nuchal translucency is 54-84 mm or gestational age 
11*° to 13+6 weeks. (Antenatal Care for Uncomplicated Pregnancies. NICE Clinical Guideline. 
Published 26 March 2008) 


38. C 10 visits 


A schedule for antenatal appointments should be determined by function of the appointments. 
For a woman who is nulliparous with an uncomplicated pregnancy, a schedule of 10 appointments 


122 


SBA ANSWERS — SBA OBSTETRICS: PAPER IV 


should be adequate. For a woman who is parous with an uncomplicated pregnancy, a schedule 
of seven appointments should be adequate. (Antenatal Care for Uncomplicated Pregnancies. 
NICE Clinical Guideline. Published 26 March 2008) 


39. D Head circumference 


Crown-rump length measurement should be used to determine the gestational age. If the CRL is 
above 84 mm (13+ weeks), then the gestational age should be estimated using the head circumference. 
(Antenatal Care for Uncomplicated Pregnancies. NICE Clinical Guideline. Published 26 March 2008) 


40. B= At booking and at 28 weeks 


Women should be screened for atypical red-cell alloantibodies in early pregnancy (preferably 
at booking) and then again at 28 weeks regardless of their rhesus status. (Antenatal Care for 
Uncomplicated Pregnancies. NICE Clinical Guideline. Published 26 March 2008) 


41. D Repeat the transabdominal ultrasound scan at 32 weeks 


Most low-lying placentas detected at the routine anomaly scan will have resolved by the time the baby is 
born. Only women whose placentas extend over the internal os should be offered another transabdominal 
scan at 32 weeks. If the transabdominal scan is unclear, a transvaginal scan should be offered. (Antenatal 
Care for Uncomplicated Pregnancies. NICE Clinical Guideline. Published 26 March 2008) 


42. C  At37 weeks 


All women who have an uncomplicated singleton breech pregnancy at 36 weeks of gestation should 
be offered external cephalic version. Exceptions include women in labour and women with a uterine 
scar or abnormality, fetal compromise, ruptured membranes, vaginal bleeding and medical condi- 
tions. Where it is not possible to schedule an appointment for the version at 37 weeks, it should be 
scheduled at 36 weeks. (Antenatal Care for Uncomplicated Pregnancies. NICE Clinical Guideline. 
Published 26 March 2008) 


43. B Check factor VIII levels 


Known or potential female carriers of haemophilia may have low factor VIII/IX levels. The levels 
should therefore be checked prior to an invasive procedure or in association with bleeding symp- 
toms. This is because they have an increased tendency to bleed with invasive procedures even when 
levels are between 0.4 and 0.6 IU/mL. (Management of Inherited Bleeding Disorders in Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 71, April 2017) 


44. D Increased risk of primary postpartum haemorrhage 


Although coagulation factors may normalize during pregnancy in carriers, they do not usually reach 
the levels seen in the general pregnant population, and it may be for this reason or an early fall in 
levels postnatally that carriers of haemophilia have an increased risk of postpartum haemorrhage. 
(Management of Inherited Bleeding Disorders in Pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 71, April 2017) 


45. C Prenatal diagnosis by means of amniocentesis in the third trimester 


All carriers of haemophilia with male fetuses should be offered third-trimester (preferably after 
34 weeks) amniocentesis if diagnostic investigations have not previously been performed to deter- 
mined haemophilia status to inform options for delivery. (Management of Inherited Bleeding 
Disorders in Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 71, April 2017) 
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46. E When there has been no evidence of progressive descent with moderate traction 
during each contraction 


47. C Proceed to a caesarean section 


If a woman has been assessed as suitable for a trial of breech vaginal delivery, induction of labour is 
possible as long as she has been counselled properly. However, augmentation of established labour 
is controversial as poor progress in established labour may be a sign of feto-pelvic disproportion. 
(Management of Breech Presentation. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 20b, March 2017) 


48. C Hypotension 


The main risk of oxytocin injection is profound hypotension as reported in the CMED reports of 
1997-1999. On this basis, therefore, the recommended dose is 5 IU given slowly intravenously. 
(Prevention and Management of Postpartum Haemorrhage. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 52, December 2016) 


49. D 25% 


Several studies have shown that the overall failure rate of the haemostatic suture leading to hyster- 
ectomy is 25%. (Prevention and Management of Postpartum Haemorrhage. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 52, December 2016) 


50. C —_ Rub uterine contractions 


The simple mechanical and physiological measures of ‘rubbing up the fundus’ and emptying the 
bladder to stimulate uterine contractions represent the first-line management of PPH. (Prevention and 
Management of Postpartum Haemorrhage. RCOG Green-top Guideline No. 52, December 2016) 
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SBA Gynaecology: Paper | 


1. E Appropriate antimicrobial therapy such as a single dose of oral azithromycin 1 g, 
partner notification, advice to abstain from sex (including oral) until both index 
case and current partner have been treated and for 1 week thereafter even when 
treated at the same time and provided relevant health education 


The management of confirmed chlamydia infection requires appropriate antimicrobial ther- 
apy, partner notification, and advice to abstain from sex until both the index case and current 
partners have been treated and relevant health education has been provided. Sexual abstinence 
(including oral and anal) should be advised until current partner has been treated and for 1 week 
thereafter even when treated at the same time. (Management of genital Chlamydia trachomatis 
infection. A National Clinical Guidance. Scottish Intercollegiate Network 109, March 2009) 


2. D Doxycycline 100 mg bd and metronidazole 400 mg four times a day for 14 days 


Chlamydia salpingitis, which is the most likely diagnosis in this patient is best treated with doxy- 
cycline 100 mg twice daily and metronidazole 400 mg four times a day for 14 days. An alternative 
to this regimen is combining metronidazole with ofloxacin (400 mg twice daily). A single dose of 
azithromycin has not been shown to be very effective in patients with symptoms/signs suggestive of 
salpingitis. (Management of Genital Chlamydia trachomatis Infection. A National Clinical Guidance. 
Scottish Intercollegiate Network 109, March 2009) 


3. A Give her 1 g azithromycin as a single dose after obtaining specimens for NAAT and 
culture 


It is recommended that treatment is initiated without waiting for laboratory confirmation of infec- 
tion in patients with symptoms and signs of chlamydia infection and their sexual partners. There is 
evidence in those with PID that delay in starting treatment increases the risk of impaired fertility. 
While NAIT will provide rapid diagnosis, it will not provide antibody sensitivity. (Management of 
Genital Chlamydia trachomatis Infection. A National Clinical Guidance. Scottish Intercollegiate 
Network 109, March 2009) 


4. A That there is a small risk that the blastocyst has already passed the site of the tubal 
occlusion 


During counselling of women who attend for tubal occlusion, it is important to inform them of the 
potential of not removing intrauterine contraception (IUC) in case a blastocyst has already passed 
the site of tubal occlusion. Ensure that the patient uses other forms of contraception/abstains to 
prevent pregnancy prior to the procedure, and this contraceptive should be continued until the next 
menses. (RCOG Female Sterilisation. Consent Advice No. 3, February, 2016) 


5. C  Upto3in 1000 


The risk of laparotomy following laparoscopic tubal occlusion is up to 3 in 1000. Additional proce- 
dures are rare after hysteroscopic sterilization. (The Royal College of Obstetricians and Gynaecologists. 
Female Sterilisation. Consent Advice No. 3, February, 2016) 


6. B A condition where the advantage of using the method generally outweighs the theo- 
retical or proven risks 


The definitions of the various UK Medical Eligibility Criteria for contraception are as fol- 
lows: (UKMEC 1: A condition for which there is no restriction for the use of the contraceptive 
method; UKMEC 2: A condition where the advantage of using the method generally outweighs 
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the theoretical or proven risks; UKMEC 3: A condition where the theoretical or proven risk 
usually outweighs the advantages of using the method. Provision of the method requires expert 
clinical judgement and/or referral to a specialist because use of the method is not usually 
recommended unless other more appropriate methods are not available or acceptable and 
UKMEC 4: A condition in which the risks of using the contraceptive method are minimal 
but acceptable to the woman provided she understands the risks involved.) (Contraception 
for Women Aged over 40 Years. August 2017 [updated October 2017]. Faculty of Sexual and 
Reproductive Health, 2017) 


7. C  Reassure her and reassess in 2 months if the bleeding continues 


Menstrual bleeding problems are common in women aged over 40 years and also common in users of 
intrauterine methods. Spotting, heavier or longer periods and pain are common in the first 3-6 months 
following CU-IUD insertion. These bleeding patterns are not harmful and usually settle with time; 
however, women should be advised to seek medical advice to exclude gynaecological pathology 
and infection if the bleeding problems persist as a new event. (Contraception for Women Aged over 
40 Years. August 2017 [updated October 2017]. Faculty of Sexual and Reproductive Health, 2017) 


8. B  Tochange to a barrier method 


Whilst the UKMEC does not give an upper age limit for the use of combined hormonal con- 
traception or the progestogen-only injectable, the Clinical Effectiveness Unit (CEU), however, 
does not recommend use of these methods beyond the age of 50 years. Ideally women over 
50 years should be advised to switch to an alternative method such as POP, LNG-IUS or barrier 
method until the age of 55 years or until menopause can be confirmed. Women who have been 
diagnosed with premature ovarian failure may occasionally have spontaneous return of ovar- 
ian activity and should be referred to a specialist for contraceptive guidance. (Contraception 
for Women Aged over 40 Years. August 2017 [updated October 2017]. Faculty of Sexual and 
Reproductive Health, 2017) 


9. B 4 years 


Randomized trials have shown that the LNG-IUS is effective in providing endometrial protection from 
the stimulatory effects of oestrogen replacement therapy. The LNG-IUS is only licensed for use for 
4 years with HRT but may be used off license for up to 5 years. (Contraception for Women Aged over 
40 Years. August 2017 [updated October 2017]. Faculty of Sexual and Reproductive Health, 2017) 


10. Bo -2%-3% 


In the UK, the incidence of ectopic pregnancy is approximately 11/1000 pregnancies, with an 
estimated 11000 ectopic pregnancies diagnosed each year. The incidence of ectopic pregnancy 
in women attending early pregnancy units is 2%-3%. (Diagnosis and management of ectopic 
pregnancy. The Royal College of Obstetrics and Gynaecologists Green-top Guideline No. 21 and 
Association of Early Pregnancy Assessment Units [AEPU] — Joint Guideline. November 2016) 


11. E  Aninhomogeneous or non-cystic adnexal mass 


An inhomogeneous or non-cystic adnexal mass is the most common finding on transvaginal ultrasound 
scan in around 50%-—60% of cases. An empty extrauterine gestational sac will be present in around 20%— 
40% of cases, while an extrauterine gestational sac containing a yolk sac and/or embryonic pole that may 
or may not have cardiac activity will be present in around 15%—20% of cases. (Diagnosis and Management 
of Ectopic Pregnancy. The Royal College of Obstetrics and Gynaecologists Green-top Guideline No. 21 
and Association of Early Pregnancy Assessment Units (AEPU) — Joint Guideline, November 2016) 
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12. E Greater than 10000 IU/L 


A single serum B-hCG carried out at the time of ultrasound diagnosis is useful in deciding man- 
agement options. A serum B-hCG level greater than 10000 IU/L is associated with a decreased 
chance of successful methotrexate treatment. (Diagnosis and Management of Ectopic Pregnancy. 
The Royal College of Obstetrics and Gynaecologists Green-top Guideline No. 21 and Association 
of Early Pregnancy Assessment Units (AEPU) — Joint Guideline, November 2016) 


13. C Serum f-hCG on days 7 after surgery and then weekly until negative 


NICE recommends that women undergoing salpingotomy have serum B-hCG taken 7 days after 
surgery and then weekly until a negative result is obtained. (Diagnosis and management of ectopic 
pregnancy. The Royal College of Obstetrics and Gynaecologists Green-top No. 21 and Association 
of Early Pregnancy Assessment Units [AEPU] — Joint Guideline, November 2016) 


14. EF  65%-95% 


Overall success rates of single-dose methotrexate for tubal ectopic pregnancy range from 65% to 
95% with 3%-27% of women requiring a second dose. Success rates vary considerably due to dif- 
ferent inclusion criteria. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of 
Obstetrics and Gynaecologists Green-top Guideline No. 21 and Association of Early Pregnancy 
Assessment Units [AEPU] — Joint Guideline, November 2016) 


15. C Endometrial 


Endometrial carcinoma is the most common gynaecological malignancy in the Western world and 
endometrial hyperplasia is its precursor. (Management of Endometrial Hyperplasia. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 67 and RCOG/BSGE Joint 
Guideline, February 2016) 


16. C 2% 


Outpatient endometrial biopsy is convenient and has a high overall accuracy for diagnosing endo- 
metrial cancer. The accuracy for hyperplasia is more modest, with a systematic review reporting a 
pooled likelihood ratio (LR) of 12.0 (95% CI 7.8-18.6) for a positive result and 0.2 (95% CI 0.1-0.3) 
for a negative result. Despite a negative biopsy result, 2% of women will still have endometrial 
hyperplasia. (Management of Endometrial Hyperplasia. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 67 and RCOG/BSGE Joint Guideline, February 2016) 


17. A Commence on progestogens 


For women with PCOS and absent withdrawal bleeds or abnormal uterine bleeding, a TVS should be 
considered as advised by the RCOG Green-top Guideline No. 33, 2014. Studies have failed to iden- 
tify pathology in women with endometrial thickness of less than 7 mm. The RCOG therefore rec- 
ommends that less than 7 mm endometrial hyperplasia is unlikely, but such women should be given 
progestogens. (Management of Endometrial Hyperplasia. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 67 and RCOG/BSGE Joint Guideline, February 2016) 


18. E Obtain blood for ovarian tumour markers 


Many women with endometrial hyperplasia without atypia will present with postmenopausal bleed- 
ing pathways, and it is likely that they will have undergone a baseline pelvic ultrasound scan. If 
not, this should be arranged to exclude the possibility of an oestrogen secreting granulosa tumour 
of the ovary. If an ovarian cyst is detected on pelvic USS, then blood for tumour markers should 
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be obtained as recommended by the RCOG Green-top Guideline No. 62, 2011. (Management of 
Endometrial Hyperplasia. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 67 and RCOG/BSGE Joint Guideline, February 2016) 


19. E The levonorgestrel intrauterine system (Mirena) 


The levonorgestrel intrauterine system (Mirena) is the first-line medical treatment of endometrial 
hyperplasia without atypia because compared with oral progestogens, it has a higher disease regres- 
sion rate with a more favourable bleeding profile and it is associated with fewer adverse effects. 
Cyclical progestogens should not be used because they are less effective in inducing regression of 
endometrial hyperplasia without atypia compared with continuous progestogens or the LNG-IUS. 
(Management of Endometrial Hyperplasia. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 67 and RCOG/BSGE Joint Guideline, February 2016) 


20. E Total hysterectomy and bilateral salpingo-oophorectomy 


Women with atypical hyperplasia of the endometrium should undergo a total hysterectomy and 
bilateral salpingo-oophorectomy because of the risk of underlying malignancy or progression to 
cancer. A laparoscopic approach is preferable to an abdominal approach as it is associated with a 
shorter hospital stay, less postoperative pain and a quicker recovery. (Management of Endometrial 
Hyperplasia. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 67 
and RCOG/BSGE Joint Guideline, February 2016) 


21. DD 1:7 


It is estimated that infertility affects 1 in 7 heterosexual couples in the UK. Since the original 
NICE guideline on fertility was published in 2004, there has been a small increase in the preva- 
lence of fertility problems, and a greater proportion of people now seek help for such problems. 
(NICE Guidance) 


22. C 25% 


The main causes of infertility in the UK are (percent figure indicate approximate prevalence): unex- 
plained infertility (no identified male or female cause — 25%; ovulatory disorders — 25%; tubal damage — 
20%; factors in the male causing infertility — 30% and uterine or peritoneal disorders — 10%. (Fertility 
Problems: Assessment and Treatment. NICE Clinical Guideline No. 156, February 2013; updated 2017) 


23. E ‘To continue trying for another 12 months after which they will be referred for IVF 


For couples with unexplained infertility, ovarian stimulation with agents such as clomifene 
citrate, anastrazole or letrozole should not be offered. IVF should be recommended only after 
2 years (this period can include 1 year before their infertility investigations) of regular unpro- 
tected sexual intercourse. In this couple, therefore, they should be asked to continue trying 
for another 12 months before being referred for IVF. (Fertility Problems: Assessment and 
Treatment. NICE Clinical Guideline No. 156, February 2013, Updated: 2017) 


24. C Intrauterine insemination with fresh sperm 


Couples who use artificial insemination to conceive and who are concerned about their fertility 
should be informed that fertility using fresh sperm is associated with higher conception rates 
than frozen-thawed sperm. However, intrauterine insemination, even using frozen-thawed 
sperm, is associated with higher conception rates than intracervical insemination. (Fertility 
Problems: Assessment and Treatment. NICE Clinical Guideline No. 156, February 2013, 
Updated: 2017) 
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25. E Urine culture for acid-fast bacilli 


A dipstick test should be performed on urine samples from women attending with urinary symp- 
toms and where there is a suggestion of UTI, a culture and sensitivity test should be performed 
with consideration given to testing for acid-fast bacilli (AFB) where there is sterile pyuria. Other 
more common causes of sterile pyuria include urinary stones partially treated UTIs and carcinoma 
in situ of the bladder. In this case, while other causes should be investigated, the first one should be 
culturing for AFB. (Management of Bladder Pain Syndrome. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 70, December 2016) 


26. A A favourable rating of the initial consultation 


The initial consultation is aimed at generating trust between the patient and the caregiver. In chronic 
pain syndrome, it is well recognized that a favourable rating of the initial consultation is associ- 
ated with a greater likelihood of complete recovery at follow-up. (Management of Bladder Pain 
Syndrome. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 70, 
December 2016) 


27. E Oral amitriptyline 


Oral amitriptyline or cimetidine may be considered when the first-line conservative treatments have 
failed. Cimetidine is not licensed to treat BPS and should therefore only be commenced by a clinician 
specialized to treat this condition. In this patient, therefore, the first option would be amitriptyline. 
(Management of Bladder Pain Syndrome. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 70, December 2016) 


28. E 40% (2in 5) 


Four women in 10 (40%) experience symptoms of premenstrual syndrome, and of these, 5%—8% suf- 
fer from severe PMS. (Management of Premenstrual Syndrome. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 48, November 2016) 


29. C Prospective recording of symptoms in a diary such as the Daily Record of Severity 
of Problems (DRSP) over two cycles 


When clinically reviewing women for PMS — symptoms should be recorded prospectively over two 
cycles using symptom diary as retrospective recall of symptoms is unreliable. The Daily Record 
of Severity of Problems (DRSP) remains the most widely used and is simple for patients to use. 
The Premenstrual Symptoms Screening Tool (PSST) is a patient-related questionnaire; however, 
it is retrospective and has been validated for screening but not for diagnosis. (Management of 
Premenstrual Syndrome. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 48, November 2016) 


30. D Commence her on a GnRH agonist for 3 months and then reassess her symptoms 


Symptom diaries can sometimes be confusing and inconclusive: this is most likely to occur in 
those patients with variant premenstrual dysphoria (PMD). GnRH analogues that are widely 
used within gynaecology can be useful in separating those with and those without PMS by 
inhibiting cyclical ovarian function. These should be used for 3 months to establish a defi- 
nite diagnosis. This is to allow a month for agonist to generate a complete hormonal sup- 
pressive effect as well as providing a 2 months’ worth of symptom diaries. (Management of 
Premenstrual Syndrome. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 48, November 2016) 
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31. E  5%-17% 


Ovarian cysts are common in postmenopausal women. The exact prevalence is unknown given the 
limited amount of published data and the lack of established screening programmes for ovarian cancer. 
However, studies have estimated the incidence to be anywhere between 5% and 17%. (The Management 
of Ovarian Cysts in Postmenopausal Women, The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 34, July 2016) 


32. B Pelvic ultrasound scan and CA125 


In postmenopausal women presenting with acute abdominal pain, the diagnosis of an ovarian 
cyst accident should be considered (e.g. torsion, rupture or haemorrhage). In such patients, it is 
recommended that they should have an initial assessment by measuring the serum cancer anti- 
gen 125 (CA125) level and transvaginal ultrasound scan. (The management of ovarian Cysts in 
Postmenopausal Women. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 34, July 2016) 


33. E She is confirmed on clinical examination to have a mass with fixed nodularity 


Although clinical examination has poor sensitivity in the detection of ovarian masses (15%-51%), its 
importance lies in the evaluation of any palpable mass for tenderness, mobility, nodularity and asci- 
tes. Pelvic examinations including a rectal examination even under anaesthesia have been shown to 
be of limited ability to identify an adnexal mass, especially with increasing patient BMI greater than 
30 kg/m?. Nevertheless, features most consistently associated with an adnexal malignancy include a 
mass that is irregular, has a solid consistency, is fixed, nodular, or bilateral or is associated with ascites. 
Postmenopausal women should be urgently referred to specialist services if physical examination identi- 
fies ascites and/or pelvic or abdominal mass. (The Management of Ovarian Cysts in Postmenopausal 
Women. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 34, July 2016) 


34. D = 20% 


Women with severe OHSS demonstrate hypovolaemia with a typical loss of 20% of their calculated 
blood volume in the acute phase of OHSS. (The Management of Ovarian Hyperstimulation Syndrome. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 5, February 2016) 


35. E Onset within 7 days of hCG trigger 


Early onset OHSS usually presents within 7 days of the hCG injection and is usually associated 
with an excess of ovarian response. (The Management of Ovarian Hyperstimulation Syndrome. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 5, February 2016) 


36. C 28 days 


Post-exposure prophylaxis (PEP) should normally be continued for 4 weeks. Every effort should 
be made to facilitate adherence to a full 4-week regimen. This time course or drugs used, 
maybe, need to be modified if problems of tolerance and/or toxicity are encountered. (HIV PEP, 
Guidance from CMO Expert Advisory Group on Aids, 2008) 


37. A Chlamydia trachomatis 


PID is the result of infection ascending from the endocervix causing endometritis, salpingitis, 
parametritis, oophoritis, tubo-ovarian abscess and/or pelvic peritonitis. Neisseria gonorrhoea and 
Chlamydia trachomatis have been identified as causative agents but account for only a quarter of 
cases in the UK, whilst Gardnerella vaginalis, anaerobes and other organisms commonly found in 
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the vagina may also be implicated. Mycoplasma genitalium has also been associated with upper 
genital tract infection in women. (20/8 United Kingdom Guidance for the Management of Pelvic 
Inflammatory Disease. British Association of Sexual Health and HIV [BASHH] Guideline, 2011) 


38. E Removal of the IUD should be considered as it may be associated with better short- 
term clinical outcomes 


The randomized controlled trial evidence for whether an intrauterine contraceptive device 
should be left in situ or removed in women presenting with PID is limited. Removal of the IUD 
should be considered and may be associated with better short-term clinical outcomes. The deci- 
sion to remove the IUD needs to be balanced against the risk of pregnancy in those who have 
had otherwise unprotected intercourse in the preceding 7 days. Hormonal emergency contra- 
ception may be appropriate for some women in this situation. (2018 United Kingdom Guidance 
for the Management of Pelvic Inflammatory Disease. British Association of Sexual Health and 
HIV [BASHH] Guideline, 2011) 


39. B Categorize her urinary incontinence 


NICE recommends that at the initial assessment, women urinary incontinence (UI) should be catego- 
rized as stress UI (SUD, mixed UI or urgency/overactive bladder (OAB) and initial treatment should be 
started on this basis. For mixed UI, treatment should be directed towards the predominant symptom. 
(Urinary Incontinence in Women: Management. NICE Guideline, 2006, 2013 and updated 2015) 


40. C That the full benefits may not be seen until they have been taking the treatment for 
4 weeks 


Before starting women with OAB on drug treatment, there should be a discussion on the likeli- 
hood of success and associated side effects and the frequency of administration that some adverse 
effects such as dry mouth and constipation may indicate that treatment is starting to have an effect 
and that they may not see the full benefits until they have been taking treatment for 4 weeks. 
The fact that they have not responded by 6-8 weeks is not indicative of failure of treatment and 
treatment can be maintained as long as possible depending on tolerance of the effective drugs. 
(Urinary Incontinence in Women: Management. NICE Guideline, 2006, 2013 and updated 2015) 


41. B_ Combined oestrogen-progesterone HRT for 5 years 


For women presenting with vasomotor symptoms, HRT should be offered after discussing the 
short-term and long-term benefits and risks. The choice will depend on whether they have a uterus 
or not. For those with a uterus, the choice is the combined oestrogen and progestogen HRT and oes- 
trogen alone for those without a uterus. Selective serotonin reuptake inhibitors (SSRIs), serotonin 
and norepinephrine reuptake inhibitors (SNRIs) and clonidine should not be used as the first-line 
treatment for vasomotor symptoms. (Menopause. NICE Guideline, February 2017) 


42. D Vaginal oestrogen and moisturizers for as long as needed to relieve symptoms 


For women presenting with symptoms of urogenital atrophy (including those on systemic HRT), 
vaginal oestrogens should be offered and continued for as long as needed to relieve symptoms. 
Women with vaginal dryness should be advised that moisturizers and lubricants can be used alone 
or in addition to vaginal oestrogen. (Menopause. NICE Guideline, February 2017) 


43. A A full blood count 


A full blood count analysis should be carried out on all women with HMB. This should be done 
in parallel with any HMB treatment offered. If the history suggests HMB without a structural or 
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histological abnormality, pharmacological treatment can be started without carrying out a physical 
examination or other investigations at the initial consultation in primary care unless the treatment 
chosen is the levonorgestrel-releasing intrauterine system (LNG-IUS). (Heavy Menstrual Bleeding: 
Assessment and Management. January 2007 NICE Guideline — updated August 2016) 


44. A __ Bleeding associated with intermenstrual bleeding 


If the history suggests HMB with structural or histological abnormality i.e. with symptoms such as 
intermenstrual bleeding or postcoital bleeding, pelvic pain and/or pressure symptoms, a physical exam- 
ination and/or other investigations (such as ultrasound scan) should be performed. (Heavy Menstrual 
Bleeding: Assessment and Management. 2007 January NICE Guideline — updated August 2016) 


45. C The levonorgestrel intrauterine system is being considered as a treatment option 


A physical examination should be carried out before any of the following in women presenting to 
primary care prior to commencing pharmacological treatment — If the LNG-IUS is being consid- 
ered as a treatment option, there is the need to investigate for structural abnormalities or investigate 
for histological abnormalities. (Heavy Menstrual Bleeding: Assessment and Management. January 
2007 NICE Guideline — updated August 2016) 


46. B_ ~The copper intrauterine device (Cu-IUD) 


The Cu-IUD is the most effective method of EC. EC providers should advise women that UPA-EC 
has been demonstrated to be more effective than LNG-EC. (Emergency Contraception. Faculty of 
Sexual and Reproductive Health Guideline, March 2017) 


47. E 5 days (120 h) 


It is unlikely that oral emergency contraception (EC) will be effective if taken more than 120 h after 
UPSI as viable sperms are present in the upper genital tract for only about 5 days after UPSI. If 
ovulation occurs within those 5 days, fertilization could occur and a woman is at risk of pregnancy. 
(Emergency Contraception. Faculty of Sexual and Reproductive Health Guideline, March 2017) 


48. C From 3 weeks (from day 21) after delivery 


Women who do not wish to conceive should be offered emergency contraception after UPSI from day 
21 after childbirth (unless the criteria for lactational amenorrhoea are met) and from day 5 after an abor- 
tion, a miscarriage, an ectopic pregnancy or an evacuation for gestational trophoblastic disease (GTD). 
(Emergency Contraception. Faculty of Sexual and Reproductive Health Guideline, March 2017) 


49. Bo 2%-7% 


Uterine sarcomas account for 2%-7% of all uterine malignant lesions. (Brélmann H et al. Options 
on fibroid morcellation: A literature review. Gynecological Surgery 2015; 12: 3-15) 


50. E —_ Ultrasound scan with colour Doppler 

The discriminating capability of pelvic imaging is limited as there are no parameters/pathogno- 
monic features of leiomyosarcoma detectable by any available imaging modality. It is therefore 
recommended that upon clinical assessment, pelvic ultrasonography should be the initial imaging 
approach in all women with leiomyomas. (Sizzi O et al. Recommendation of ISGE Task Force. 
Assessing the risk of laparoscopic morcellation of occult uterine sarcomas during hysterec- 
tomy and myomectomy: Literature review and the ISGE recommendations. European Journal of 
Obstetrics & Gynaecology and Reproductive Biology: 2017; 220: 30-38) 


132 


SBA ANSWERS — SBA GYNAECOLOGY: PAPER II 


SBA Gynaecology: Paper II 
1. D 4500 


Since its introduction, the screening programme has helped half the number of cervical cancer patients 
and is estimated to save approximately 4500 lives per year in England. In 2014-2015, approximately 
3.1 million women were screened in England. (NHS Cervical Screening Programme. Colposcopy and 
Programme Management. NHSCSP Publication No. 20, Third Edition, March 2016) 


2. C Follow-up cytology at 3 years and then every 5 years 


Under the HR-HPV ‘test of cure’ protocol, after treatment for all grades of CIN, women are invited 
for screening test 6 months after treatment for a repeat cervical sample in the community. A woman 
whose sample is reported as negative, borderline change (of squamous or endocervical type) or low- 
grade dyskaryosis is offered an HR-HPV test. If the HPV test is negative, the woman is recalled 
for a screening test at 3 years (irrespective of age) and can be returned to routine recall if the sub- 
sequent test result is cytologically negative. Those who are HR-HPV positive are referred back to 
colposcopy. Women whose cytology is reported as high-grade dyskaryosis or worse are referred 
straight to colposcopy without an HR-HPV test. (VHS Cervical Screening Programme. Colposcopy 
and Programme Management. NHSCSP Publication No. 20, Third Edition, March 2016) 


3. B Colposcopy and follow-up cytology and test of cure at 6 months 


Under the HR-HPV triage and test of cure protocol, women whose cervical samples are reported as show- 
ing borderline changes (of squamous or endocervical type) or low-grade dyskaryosis are offered a reflex 
HR-HPV test. Those who are HPV positive are referred to colposcopy; those who are HR-HPV negative 
are returned to routine recall. Women whose cervical sample is reported as high-grade dyskaryosis or 
worse are referred straight to colposcopy without a HR-HPV test. (VHS Cervical Screening Programme. 
Colposcopy and Programme Management. NHSCSP Publication No. 20, Third Edition, March 2016) 


4. A Anti-Miillerian hormone (AMH) 


Menstrual cycle regularity and early follicular phase levels of follicle-stimulating hormone (FSH) 
may be helpful in assessing ovarian function, but these are not predictive of fertility in female 
survivors of childhood cancer. AMH, which is detectable in all ages, can be used in the assessment 
of ovarian function in both pre-pubertal and post-pubertal girls. It is considered a good marker of 
ovarian reserve in female survivors of childhood cancer. (Gelson E et al. Reproductive health in 
survivors of childhood cancer. The Obstetrician & Gynaecologist 2016; 18: 315-322) 


5. D That her uterine function has been compromised by the treatment 


Where a childhood survivor of cancer presents with primary amenorrhoea, and adequate cyclical 
hormone replacement therapy, which does not result in a withdrawal bleed, is offered, it will be 
highly suggestive of a compromised uterine function. (Gelson E et al. Reproductive health in sur- 
vivors of Childhood cancer. The Obstetrician & Gynaecologist 2016; 18: 315-322) 


6. C Pelvic floor exercises 


The National Institute for Health Care Excellence (NICE) and the American Urological Association 
recommend that lifestyle changes and behavioural therapies should be the first-line treatment for 
an overactive bladder. These approaches include reduction in caffeine intake, modification of fluid 
intake, bladder retraining and weight loss in those with a BMI greater than 30 kg/m’. (Wong J and 
Tincello D. Management of refractory overactive bladder. The Obstetrician & Gynaecologist 2016; 
18: 173-181) 
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7. D  Toundertake intermittent self-catheterization 


NICE guidance advices that all women who are scheduled to undergo treatment with Botulinum 
toxin must be trained in intermittent self-catheterization before the treatment, but the cost-effec- 
tiveness of this has been questionable. This is primarily because only 10%-15% of women on 
this treatment will actually need to perform intermittent self-catheterization. (Gelson E et al. 
Reproductive health in survivors of Childhood cancer. The Obstetrician & Gynaecologist 2016; 
18: 315-323) 


8. E  Urodynamics 


It is recommended by NICE that urodynamic confirmation of detrusor overactivity must be per- 
formed in all cases prior to treatment with Botulinum toxin. In this patient, her diagnosis was blad- 
der overactivity, and only urodynamics will confirm the presence of detrusor overactivity. (Gelson 
et al. Reproductive health in survivors of childhood cancer. The Obstetrician & Gynaecologist 
2016; 18: 315-323) 


9. A Better precision and microsurgical dissection 


Compared to conventional laparoscopy, the robotic system downscales movements up to 10 times, 
which provides tremor filtration and allows for precise movements. A stable camera with 3D vision 
further assists such precision and microsurgical dissection. (Nair R, Killicoat K and Ind EJT. 
Robotic Surgery in Gynaecology. The Obstetrician & Gynaecologist 2016; 18: 221-229) 


10. B 5% 


Subtotal hysterectomy is associated with a shortened operative time, lower intraoperative blood loss 
and a lower incidence of postoperative pyrexia or urinary retention compared to those who undergo 
a total hysterectomy. Around 5% of women who have had a subtotal hysterectomy have continuing 
cyclical light bleeding. (Younas K et al. A review of evidence-based management of uterine fibroids. 
The Obstetrician & Gynaecologist 2016; 18: 33-42) 


11. C Hysterectomy 


Hysterectomy remains the most common major surgical procedure performed in the field of gynae- 
cology. It is the only procedure that can guarantee amenorrhoea and remains the definitive manage- 
ment for heavy menstrual bleeding. (Younas K et al. A review of evidence-based management of 
uterine fibroids. The Obstetrician & Gynaecologist 2016; 18: 33-42) 


12. B_ Lower morbidity 


The benefits of subtotal hysterectomy over a total hysterectomy especially if performed by minimal access 
surgery include reduced morbidity, lower hospital stay with recovery taking approximately 2 weeks, less 
bladder dissection and reduced haemorrhage associated with removal of the cervix. Randomized trials 
have failed to demonstrate any difference in sexual satisfaction. (Younas et al. A review of evidence- 
based management of uterine fibroids. The Obstetrician & Gynaecologist 2016; 18: 33042) 


13. A Atopic vulvitis 


Atopic eczema can affect the vulva in conjunction with typical eczema elsewhere on the body. 
Features typical of eczema include poorly defined symmetrical scaly erythematous areas on the 
skin creases (typically the antecubital fossae and behind the knees). Atopic vulvitis is the common- 
est cause of vulval itching in children. (Nunns D et al. The management of vulval itching caused by 
benign vulval dermatoses. The Obstetrician & Gynaecologist 2017; 19: 301-315) 
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14. E Recurrent candidiasis infection of more than six attacks per year 


Acute vulval candidiasis is likely to resolve quickly with treatment. Patients should likely be 
managed in primary healthcare rather than visit a gynaecologist. However, recurrent candidiasis 
(defined as more than 6 attacks per year) or chronic infection can be subtle and more recalcitrant to 
treatment. (Nunns D et al. The management of vulval itching caused by benign vulval dermatoses. 
The Obstetrician & Gynaecologist 2017; 19: 301-315) 


15. A  Clobetasol propionate (0.05%) over 3-month period 


In lichen sclerosus and lichen planus, the use of superpotent topic steroids is recommended as first-line 
therapy. Cochrane systematic reviews of interventions for both lichen sclerosus and lichen planus have 
been published. There is reasonable randomized trial evidence for the use of topical steroids in lichens 
sclerosus; indeed, the British Association of Dermatologists suggests the use of the superpotent steroid 
clobetasol propionate (0.5%) over a 3-month period. (Nunns D et al. The management of vulval itching 
caused by benign vulval dermatoses. The Obstetrician & Gynaecologist 2017; 19: 301-315) 


16. E 60% 


Tubo-ovarian abscess (TOA) is a recognized and serious complication of untreated PID. It most 
commonly affects women of reproductive age and nearly 60% of women with TOA are nullipa- 
rous. (Munro K et al. Diagnosis and management of tubo-ovarian abscess. The Obstetrician & 
Gynaecologist 2018; 20: 11-19) 


17. A __ Ascending pelvic inflammatory disease 


TOA can occur secondary to other intra-abdominal pathology such as appendicitis, diverticulitis or 
pyelonephritis and may be caused by direct or haematogenous spread of infection. The most com- 
mon is, however, ascending infection (ascending PID). (Munro K et al. Diagnosis and management 
of tubo-ovarian abscess. The Obstetrician & Gynaecologist 2018; 20: 11-19) 


18. B High C-reactive protein 


High C-reactive protein associated with clinical signs is the most sensitive predictor of tubo-ovarian 
abscess. (Munro K et al. Diagnosis and management of tubo-ovarian abscess. The Obstetrician & 
Gynaecologist 2018; 20: 11-19) 


19. C 30% 


Approximately 30% of patients admitted to an acute medical ward and 44% of patients admitted to 
a psychiatric ward may lack mental capacity to make a decision relevant to the episode of admis- 
sion. (Bolaji II et al. Decision making framework in gynaecology for patients who lack mental 
capacity. The Obstetrician & Gynaecologist 2018; 20: 31-40) 


20. D The principle of the two-stage test of capacity (diagnostic and functional component) 


Mental capacity can be determined subjectively through the two-stage test of capacity or objectively 
by validated tests. The two-stage test has a diagnostic and a functional component. The diagnos- 
tic component relies on the ability of the assessor to determine whether there is a disturbance or 
impairment in the functioning of the mind or brain of the individual and then proceed to clarify if 
the impairment is sufficient enough to prevent the individual from making the decision in question. 
The second stage of the test, which is its functional component, reveals that the individual will be 
unable to perform one of four tasks: understand, retain and evaluate information provided to reach a 
decision and to communicate any decision made. (Bolaji II et al. Decision making framework in gyn- 
aecology for patients who lack mental capacity. The Obstetrician & Gynaecologist 2018; 20: 31-40) 
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21. C Medical management 


In the event of a first trimester miscarriage, medical management is recommended without hav- 
ing to remove the cerclage. Surgical management can be performed through the isthmic cerclage 
with neo-cervical dilation to Hegar size of 7 if required, preferably under ultrasound guidance. 
(Tirlapur A et al. The management of pregnancy after trachelectomy for early cervical cancer. 
The Obstetrician & Gynaecologist 2017; 19: 299-305) 


22. D She should commence contraception and continue for at least 6 months before she 
starts trying for a baby 


Patients should be carefully counselled about contraceptive options following trachelectomy. 
Contraception is advised for 6 months after trachelectomy, extrapolating Himes and Simham’s data 
that conceiving within 2-3 months of the conization procedure is associated with a high risk of 
preterm labour. She should commence contraception and continue on it for at least 6 months before 
she starts trying for a baby. (Tirlapur A et al. The management of pregnancy after trachelectomy 
for early cervical cancer. The Obstetrician & Gynaecologist 2017; 19: 299-305) 


23. D 60% 


Data on spontaneous conception rates suggest that up to 61% of women who conceived follow- 
ing a trachelectomy require assisted reproduction techniques to achieved pregnancy, which is 
a higher rate when compared with the population who have not had a trachelectomy, although 
underlying fertility causes were not always documented. (Tirlapur A et al. The management 
of pregnancy after trachelectomy for early cervical cancer. The Obstetrician & Gynaecologist 
2017; 19: 299-305) 


24. D Removal of the cervix, upper vagina and parametrium 


The basic concept of trachelectomy is to remove the cervix with surrounding tissue (parametrium 
and upper vagina) in order to achieve oncological clearance of the central tumour, while retaining 
the uterus. (Tirlapur A et al. The management of pregnancy after trachelectomy for early cervical 
cancer. The Obstetrician & Gynaecologist 2017; 19: 299-305) 


25. A UPA acts only up to the pre-ovulatory surge while Levonelle works up to just the 
LGH peaks 


Levonorgestrel acts only up to the start of the pre-ovulatory surge while UPA works up to just 
before the LH peak. (Bakour SH et al. Contraceptive methods and issues around the menopause — 
An evidence update. The Obstetrician & Gynaecologist 2017; 19: 289-297) 


26. B-1:200 


Vasectomy has a lower failure rate after proven azoospermia (1:2000) and lower complication rates, 
although chronic post-vasectomy pain occurs in up to 14% of men. Female sterilization has a failure 
rate of 1:200. (Bakour SH et al. Contraceptive methods and issues around the menopause — An 
evidence update. The Obstetrician & Gynaecologist 2017; 19: 289-297) 


27. C Delay in taking the pill by more than 12 h 


A missed progestogen-only pill is the one that can be delayed in taking by more than 3 h, or 
with desogestrel pills by more than 12 h. (Bakour SH et al. Contraceptive methods and issues 
around the menopause — An evidence update. The Obstetrician & Gynaecologist 2017; 19: 
289-297) 
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28. A Check cervical smear history, measure BP, BMI and offer STI screening and then 
perform a pregnancy test 


It is essential to acquire a personal, sexual and family history, and pregnancy should be excluded. 
Body mass index and blood pressure should be checked and STI screening offered, particularly 
before an IUC device is inserted. Pelvic examination is only required prior to fitting an IUC, 
Cervical cytology should be offered following the National Cervical Screening Programme 
Guidance (Bakour et al. Contraceptive methods and issues around the menopause — an evidence 
update. The Obstetrician & Gynaecologist 2017; 19: 289-297) 


29. B_ __ Penetrative unprotected anal intercourse 


Unprotected anal intercourse carries the highest risk of HIV following sexual assault. Other fac- 
tors that increase the risk are a known positive HIV status of the assailant, exchange of body 
fluids, presence of genital injuries and multiple assailants. (Long L and Butler B. Sexual assault. 
The Obstetrician & Gynaecologist 2018; 20: 87-93) 


30. A —_ This must be commenced as soon as possible but within 72 h and for 4 weeks 


PEPSE should be started as soon as possible but within 72 h and continued for four weeks. Advice 
should be sought from genitourinary medicine physicians with regard to commencement of PEPSE and 
follow-up. (Long L and Butler B. Sexual assault. The Obstetrician & Gynaecologist 2018; 20: 87-93) 


31. C Not to clean until samples have been taken for DNA evidence 


Any injuries sustained from a sexual assault should be treated with basic first aid. However, minor 
injuries that do not require suturing should not be cleaned initially because samples may be required 
from these sites for DNA evidence. (Long L and Butler B. Sexual assault. The Obstetrician & 
Gynaecologist 2018; 20: 87-93) 


32. D Not to wash or wipe herself and not to drink or pass urine 


A woman who has had a sexual assault and is considering a forensic examination is advised not to 
wash, wipe herself, drink or pass urine prior to early evidence being collected. (Long L and Butler 
B. Sexual assault. The Obstetrician & Gynaecologist 2018; 20: 87-93) 


33. C 50-51 years 


Menopause is the last menstrual bleed and can be diagnosed retrospectively after 1 year of amenor- 
rhoea in the absence of pathology that could be responsible for the amenorrhoea. The average age 
of menopause is between 50 and 51 years. (Dave FG et al. Unscheduled bleeding with hormone 
replacement therapy. The Obstetrician & Gynaecologist 2019; 21: 95-101) 


34. E ‘Vaginal bleeding that occurs 1 year after the menopause regardless of the cause but 
excluding bleeding that occurs with sequential hormone replacement therapy 


Postmenopausal bleeding refers to vaginal bleeding that occurs 1 year after the menopause 
regardless of cause but excluding expected bleeding that occurs during sequential hormone 
replacement therapy. (Dave FG et al. Unscheduled bleeding with hormone replacement therapy. 
The Obstetrician & Gynaecologist 2019; 21: 95-101) 


35. C 70%-80% 


Hot flushes occur in approximately 70%—80% of women who go through physiological menopause, 
although this decreases with years since menopause with only 25%-30% of women complaining 
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of hot flashes 5 years after their last period. (Dave FG et al. Unscheduled bleeding with hormone 
replacement therapy. The Obstetrician & Gynaecologist 2019; 21: 95-101) 


36. E _ Recurrent prolapse where other procedures have failed 


Evidence does not support the use of meshes in transvaginal management of apical prolapse. These 
have also not been shown to be useful in anterior or posterior compartment surgery. The PROSPECT 
study concluded that in the first 2 years after surgery, women do not benefit from having their first 
prolapse repair reinforced with synthetic mesh or a biological graft either in terms of prolapse 
symptoms or anatomical cure. The Scientific Committee on Emerging and Newly Identified Health 
Risks in 2015 recommends that transvaginal mesh for POP should only be used when other pro- 
cedures have failed or are expected to fail. (Campbell P et al. Vaginal Mesh in Prolapse Surgery. 
The Obstetrician & Gynaecologist 2018; 20: 49-56) 


37. C Lymphovascular space invasion 


Surgical staging for endometrial cancer allows histological grading of the tumour as well; in the 
assessment of the depth of myometrial invasion, and perhaps most importantly, in the last decade, 
we have recognized that lymphovascular space invasion is arguably the most important prog- 
nostic factor. (Reed NS and Sadozye AH. Update on chemotherapy in gynaecological cancers. 
The Obstetrician & Gynaecologist 2016; 18: 182-188) 


38. A Grade 3 disease and lymph node involvement 


Adjuvant radiotherapy is normally recommended when more than one of the following factors is 
present — tumours more than 2 cm in size, more than 50% stromal invasion, lymphovascular space 
invasion, parametrial extension, lymph node involvement and grade 3 disease. The use of concomi- 
tant cisplatin is advocated following the National Cancer Institute 2000 consensus statement. (Reed 
NS and Sadozye AH. Update on chemotherapy in gynaecological cancers. The Obstetrician & 
Gynaecologist 2016; 18: 182-188) 


39. C Magnetic resonance imaging 


It is generally accepted that magnetic resonance imaging provides a much better definition of tissues 
and tumour in cervical cancer and, where available, is the modality of choice for local staging. (Reed 
NS and Sadozye AH. Update on chemotherapy in gynaecological cancers. The Obstetrician & 
Gynaecologist 2016; 18: 182-188) 


40. B Epithelial ovarian cancer 


Bowel obstruction associated with gynaecological cancer typically presents in those with recur- 
rence disease. The most common cancer associated with bowel obstruction is epithelial cell cancer. 
(Kolomaninen DF et al. Surgical management of bowel obstruction in gynaecological cancer. 
The Obstetrician & Gynaecologist 2017; 19: 63-70) 


41. B= 20%-30% 


Most women with ovarian cancer present with advanced disease (FIGO stage III-IV) and despite 
cytoreductive surgery and platinum-based chemotherapy, only 20%-30% survive up to 5 years. 
(Kolomaninen DF et al. Surgical management of bowel obstruction in gynaecological cancer. 
The Obstetrician & Gynaecologist 2017; 19: 63-70) 
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42. B___ Bowel obstruction and its complications 


Bowel obstruction is often a clinical manifestation of relapsed disease and is associated with a 
poor prognosis. Furthermore, complications of bowel obstruction are the main cause of death in 
women with epithelial ovarian cancer and its management continues to present a clinical challenge. 
(Kolomaninen DF et al. Surgical management of bowel obstruction in gynaecological cancer. 
The Obstetrician & Gynaecologist 2017; 19: 63-70) 


43. D ___ Positron emission tomography (PET) - CT scan 


A positron emission tomography PET) — CT scan — is useful in defining metastases. A fluorode- 
oxyglucose positron emission tomography scan has a sensitivity of 100% and a specificity of 73% in 
detecting extra-pelvic disease and may be the most accurate radiological test to determine eligibil- 
ity for pelvic exenteration. (Reed NS and Sadozye AH. Update on chemotherapy in gynaecological 
cancers. The Obstetrician & Gynaecologist 2016; 18: 182-188) 


44. B___ Sacrocolpopexy 


Sacrocolpopexy involves suspending the vaginal apex to the anterior longitudinal ligaments of 
the sacrum. It is considered the best surgical treatment for apical prolapse with a success rate of 
78%—-100%. (Khasriya R et al. Laparoscopy in urogynaecology. The Obstetrician & Gynaecologist 
2018; 20: 101-108) 


45. E Less than 18 years 


Sexual exploitation is defined as the exploitation sexually of children and young people under the 
age of 18 years involving exploitative situations, contexts and relationships where the young people 
(or a third person or persons) receive something (e.g. food, accommodation, drugs, alcohol, ciga- 
rettes, affection, gifts, money), as a result of them performing and/or another or others performing 
on them sexual activities. (Gilmore K et al. Child sexual exploitation (CSE): A guide for obstetri- 
cians and gynaecologists. The Obstetrician & Gynaecologist 2017; 19: 205-210) 


46. A All doctors 


The General Medical Council considers that all doctors have a responsibility for child protection. 
Child sexual exploitation issue is everybody’s concern. (Gilmore K et al. Child sexual exploitation 
(CSE): A guide for obstetricians and gynaecologists. The Obstetrician & Gynaecologist 2017; 19: 
205-210) 


47. C 5%-17% 


It is difficult to accurately measure the prevalence of child sexual exploitation in the UK for many 
reasons, but at least 16,500 children are identified as being at risk every year. Between 5% and 17% 
of children who are under 16 years of age experience sexual abuse and more than | in 3 of these 
choose not to disclose this in childhood. (Gilmore K et al. Child Sexual Exploitation (CSE): A guide 
for obstetricians and gynaecologists. The Obstetrician & Gynaecologist 2017; 19: 205-210) 


48. A Asshe is under the age of 18 years, female genital cosmetic surgery is not allowed 


The UK government has not made female genital cosmetic surgery illegal, but acknowledges that 
it may be necessary to safeguard the patient’s physical or mental health. When such requests are 
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made, it is important to document the physical and/or mental health reasons for which the female 
genital cosmetic surgery procedure is being carried out, but clinicians ought to be aware that cur- 
rent recommendations are that female genital cosmetic surgery should not be carried out on women 
and girls under the age of 18 years because it is thought that full genital development occurs around 
this age. In this patient, it may be more appropriate to counsel and bring her back for a further 
assessment when she is over the age of 18 years without dismissing her request outright. (Hussain 
S and Rymer J. Tackling female genital mutilation in the UK. The Obstetrician & Gynaecologist 
2017; 19: 273-278) 


49. A Alteration of tubal function 


Both active and passive smoking can adversely affect the potential to conceive by reducing ovarian 
reserve and by altering tubal function and the uterine environment. Smoking in men impairs the fer- 
tilizing capacity of sperms by reducing mitochondrial activity and increasing DNA damage. (Nandi 
A and Homburg R. Unexplained subfertility: Diagnosis and management. The Obstetrician & 
Gynaecologist 2016; 18: 107-115) 


50. C Increases DNA damage in sperms 


Both active and passive smoking can adversely affect the potential to conceive by reducing ovarian 
reserve and by altering tubal function and the uterine environment. Smoking in men impairs the fer- 
tilizing capacity of sperms by reducing mitochondrial activity and increasing DNA damage. (Nandi 
A and Homburg R. Unexplained subfertility: Diagnosis and management. The Obstetrician & 
Gynaecologist 2016; 18: 107-115) 
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SBA Gynaecology: Paper III 
1 B 15-19 years 


The highest prevalence of Chlamydia trachomatis infection is in the age group 15-19 years in 
women followed by 20-24 years. (BASHH, 2018 United Kingdom National Guideline for the 
Management of Pelvic Inflammatory Disease) 


2. A Asingle oral dose of 1 g of azithromycin 


The recommended treatment for uncomplicated Chlamydia trachomatis is either azithromycin | g as 
a single dose or doxycycline 100 mg twice daily for 7 days. Both are equally effective (with cure rate 
of >90% for all treatment options); however, considering compliance with therapy, uncomplicated 
genital chlamydia infection should be treated with azithromycin | g as a single oral dose. (BASHH, 
2018 United Kingdom National Guideline for the Management of Pelvic Inflammatory Disease) 


3. D__ Itis associated with a reduction in the incidence of ovarian cancer 


Recent published trials suggest a protective effect of tubal occlusion and salpingectomy on ovar- 
ian cancer and counselling women requesting for these procedures is an opportunity to highlight 
this potential benefit. (The Royal College of Obstetricians and Gynaecologists. Consent Advice on 
Female Sterilisation, 2016) 


4. C UKMEC3 


For women over the age of 35 years and who smoke less than 15 cigarettes per day, use of the CHC 
is a UKMEC 3; for those who smoke at least 15 cigarettes per day, use of the CHC is UKMEC 4. 
After stopping smoking, the risk of myocardial infarction associated with smoking reduces with 
time and therefore for a former smoker over the age of 35 years, the use of CHC becomes less 
restrictive a year after stopping (UKMEC 2). (FSRH Guidance: Contraception for women aged 
over 40 years, November 2017) 


5. C Advise that she can start the pill as she has been off smoking for at least 1 year 


After smoking cessation, the risk of MI associated with smoking reduces with time so that former 
smokers could be allowed to go on the combined oral contraceptive pill 12 months after stopping 
smoking. (FSRH Guidance: Contraception for Women Aged over 40 Years, November 2017) 


6. D __ Slowly leaking tubal ectopic (leakage of blood from the fimbrial end) 


Free fluid is often seen on ultrasound scan but is not diagnostic of ectopic pregnancy. A small 
anechoic fluid in the pouch of Douglas may be found in both intrauterine and ectopic pregnancies. 
Echogenic fluid has been reported in 28%—56% of ectopic pregnancies. It may signify tubal rupture 
but most commonly is due to blood leaking from the fimbrial end of the fallopian tube. (Diagnosis 
and Management of Ectopic Pregnancy. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 21, November 2016) 


7. E  Anempty uterus with ballooning of the cervix with a gestational sac and a negative 
sliding sign 

The diagnostic criteria for a cervical ectopic include an empty uterine cavity, a gestational sac pres- 

ent below the level of the internal cervical os, an absent sliding sign and blood flow around the ges- 

tational sac using colour Doppler. (Diagnosis and Management of Ectopic Pregnancy. The Royal 

College of Obstetricians and Gynaecologists Green-top Guideline No. 21, November 2016) 
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8. C Laparoscopic surgical removal 


In the management of heterotopic pregnancy, methotrexate should only be considered if the 
intrauterine pregnancy is nonviable or if the woman does not wish to continue with the preg- 
nancy. Local injection of potassium chloride or hyperosmolar glucose with aspiration of the sac 
is an option for clinically stable women. Surgical removal of the ectopic pregnancy is the method 
of choice in haemodynamically unstable women and is also an option for haemodynamically 
stable women. Expectant management is an option in those where the ultrasound findings are 
of a nonviable pregnancy. In this patient, the option is surgical removal or local injection; the 
latter should be accompanied by aspiration of the sac. (Diagnosis and Management of Ectopic 
Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 21, 
November 2016) 


9. A Expectant management 


Expectant management is an option for appropriately selected and counselled women. They must 
be willing and able to attend for follow-up, have minimal pain and low or declining B-hCG levels. 
This patient fulfils the criteria for expectant management — she is clinically stable, there is no 
evidence of haemoperitoneum on ultrasound scan, she has an ectopic pregnancy measuring less 
than 30 mm in diameter with no evidence of embryonic cardiac activity and a serum B-hCG of 
less than 1500 IU/L. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 21, November 2016) 


10. A Abnormal uterine bleeding 


The most common presentation of women with endometrial hyperplasia is abnormal uterine 
bleeding, including heavy menstrual bleeding, intermenstrual bleeding, irregular bleeding, 
unscheduled bleeding on hormone replacement therapy (HRT) and postmenopausal bleeding. 
Abnormal uterine bleeding is a composite symptom that includes all the other options in this 
question. (Management of Endometrial Hyperplasia. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 67, February 2016) 


11. D There is a suspicion of an intrauterine structural abnormality 


Hysteroscopy with additional endometrial assessment may be necessary if abnormal bleeding per- 
sists or if intrauterine structural abnormalities such as polyps are suspected on TVS or endometrial 
biopsy. Up to 10% of endometrial pathology can be missed even with inpatient endometrial sam- 
pling. It is recommended that direct visualization of the uterine cavity using hysteroscopy should 
be undertaken where endometrial hyperplasia has been diagnosed within a polyp or other discrete 
focal lesions. (Management of Endometrial Hyperplasia. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 67, February 2016) 


12. A Arrange an endometrial biopsy 


A transvaginal ultrasound scan that detects an irregularity of the endometrial profile or an abnormal 
double-layer endometrial thickness measurement would further give reason to perform an endome- 
trial biopsy in women with postmenopausal bleeding. Systematic reviews have suggested a cut-off 
of 3 or 4 mm for ruling out endometrial cancer and have shown that the probability of cancer is 
reduced to less than 1%, when the endometrial thickness is less than the cut-off size. (Management 
of Endometrial Hyperplasia. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 67, February 2016) 
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13. C 80% 


People who are concerned about their fertility should be informed that over 80% of couples in the 
general population will conceive within | year if they do not use contraception and the woman is 
aged under 40 years. For those who do not conceive in the first year, about half will do so in the 
second year for a cumulative pregnancy rate of over 90%. (Fertility Problems: Assessment and 
Treatment. NICE Clinical Guideline No. 156, February 2013, Last updated September 2017) 


14. B >50% 


Couples who use artificial insemination to conceive and who are concerned about their fertility should 
be informed that over 50% of women aged under 40 years will conceive within six cycles of intrauter- 
ine insemination and that those who do not conceive within six cycles, about half will do so within a 
further six cycles for a cumulative pregnancy rate of over 75%. (Fertility Problems: Assessment and 
Treatment. NICE Clinical Guideline No. 156, February 2013, Last updated: September 2017) 


15. D Urinalysis 


Although a bladder diary should be completed by all patients presenting with symptoms sugges- 
tive of BPS, urine should be tested to rule out UTI as this is a prerequisite for diagnosis of BPS. 
Investigations for urinary Ureaplasma and Chlamydia can be considered in symptomatic patients 
with negative urine cultures and pyuria. (Management of Bladder Pain Syndrome. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 70, December 2016) 


16. D Pain related to the bladder, at least one other urinary symptom, absence of identifi- 
able causes and minimum duration of symptoms of 6 weeks to 6 months 


A number of expert panels including the ESSIC, American Urological Association, European 
Association of Urology and International Consultation on Incontinence have published symptom- 
based diagnostic criteria for PBS. All include the symptoms of pain related to the bladder, at least 
one other urinary symptom, absence of identifiable causes and minimum duration of symptoms of 
6 weeks to 6 months. (Management of Bladder Pain Syndrome. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 70, December 2016) 


17. A Bladder diary 


A 3-day fluid diary with input and output is useful for initial assessment of patients BPS. Patients 
with BPS classically void small volumes; thus, a bladder diary is useful in identifying the severity of 
the storage symptoms. (Management of Bladder Pain Syndrome. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 70, December 2016) 


18. D When treatment with simple numerous measures has failed 


General practitioners will manage most cases of PMS. However, referral to a gynaecologist 
should be considered when simple measures (e.g. COCs, vitamin B6, SSRIs) have been explored 
and failed and when the severity of PMS justifies gynaecological intervention. (Management of 
Premenstrual Syndrome. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 48, February 2017) 


19. A  Miultidisciplinary team of GP, mental health professional, gynaecologist and 
nutritionist 


Women with severe PMS may benefit from being managed by a multidisciplinary team compris- 
ing a general practitioner, a general gynaecologist or a gynaecologist with a special interest in 
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PMS, a mental health professional (psychiatrist, clinical psychologist or counsellor) and a dietician. 
(Management of Premenstrual Syndrome. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 48, February 2017) 


20. D 36%-45% 


Placebo response is high in the treatment of PMS. The rate is estimated to be around 36%—43%. 
(Management of Premenstrual Syndrome. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 48, February 2017) 


21. D 80% 


The use of CA125 is well established, being raised in over 80% of epithelial ovarian cancer cases, 
but not in most primary mucinous ovarian cancers. If a cut-off value of 30 IU/mL is used, the test 
has a sensitivity of 81% and a specificity of 75% for the detection of ovarian cancer in a postmeno- 
pausal woman. (The Management of Ovarian Cysts in Postmenopausal Women. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 34, July 2016) 


22. A A combined transvaginal and transabdominal ultrasound scan 


A transvaginal ultrasound scan is the single most effective way of evaluating ovarian cysts in 
postmenopausal women. Transabdominal ultrasound should not be used in isolation. It should be 
used to provide supplementary information to transvaginal ultrasound, particularly when an ovar- 
ian cyst is large or beyond the field of view of transvaginal ultrasound scan. (The Management of 
Ovarian Cysts in Postmenopausal Women. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 34, July 2016) 


23. D 450 


The risk of malignancy index (RMI) is calculated as the product of UxMxCA125; where U is the ultra- 
sound scan score (U = | for an ultrasound scan score of 1; 3 for ultrasound score of 2-5 — where each 
of these parameters scores 1 — multilocular, solid areas, metastases, ascites and bilateral lesions), and 
Mis the menopausal status — 1 for premenopausal and 3 for postmenopausal. In this patient, her USS 
score is 2; hence, the RMI is 3 x 3 x 50 = 450. (The Management of Ovarian Cysts in Postmenopausal 
Women. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No 34, July 2016) 


24. B 1:3 


In conventional in vitro fertilization cycles, mild OHSS has been estimated to affect around on- 
third of cycles, while the combined incidence of moderate-to-severe OHSS varies from 3.1% to 8%. 
(The Management of Ovarian Hyperstimulation Syndrome, The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 5, February 2016) 


25. C LowAMH 


Certain patient and cycle characteristics increase the risk of OHSS; women with a previous OHSS, poly- 
cystic ovary syndrome, increased antral follicle count (AFC) or high levels of anti-Miillerian hormone 
(AMH) are at an increased risk of OHSS. (The Management of Ovarian Hyperstimulation Syndrome. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 5, February 2016) 


26. D Pregnancy has occurred 


Evidence from meta-analysis also shows a reduced risk of OHSS in IVF cycles using gonadotro- 
phin-releasing hormone (GnRH) antagonist compared with cycles where GnRH agonist are used as 
part of the regimen for controlled ovarian hyperstimulation. OHSS is also higher in cycles where 
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conception occurs as well as in those resulting in multiple pregnancies, highlighting the importance 
of endogenous gonadotrophins (hCG). (The Management of Ovarian Hyperstimulation Syndrome. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 5, February 2016) 


27. D Absence of endocervical or vaginal pus cells 


PID may be symptomatic or asymptomatic. Even when present, clinical symptoms and signs lack 
sensitivity and specificity (the positive predictive value of clinical diagnosis is 65%—-90% compared 
to laparoscopic diagnosis). Testing for gonorrhoea and chlamydia in the lower genital tract is recom- 
mended because a positive result supports the diagnosis of PID. The absence of infection at this site does 
not exclude PID; however, an elevated ESR or C-reactive protein also supports the diagnosis but is non- 
specific. The absence of endocervical or vaginal pus cells has a good negative predictive value (95%) for 
a diagnosis of PID, but their presence is non-specific (poor positive predictive value — 17%). (BASHH, 
2018 United Kingdom National Guideline for the Management of Pelvic Inflammatory Disease) 


28. E — Avoid unprotected sexual intercourse until treatment and follow-up of she and her 
partner(s) is completed 


Patients diagnosed and being treated for PID should be advised to avoid unprotected sexual inter- 
course until they and their partners have completed treatment and follow-up. (BASHH, 2018 United 
Kingdom National Guideline for the Management of Pelvic Inflammatory Disease) 


29. B_ _ Digital assessment to confirm pelvic floor muscle contractions 


Before a woman is referred for supervised pelvic floor training for the treatment of UI, it is recom- 
mended that she undergoes a digital assessment to confirm pelvic floor muscle contraction as the 
absence of this will suggest a poor response to the training. Whether the patient has prolapse or 
not will not influence the decision to refer. Furthermore, the prolapse symptoms may improve with 
such exercises. Urethral mobility should be part of a pelvic assessment for UI. The bladder diary 
should be available at consultation and assessing the impact of the UI on the patient’s life should 
also be part of her assessment. (Urinary Incontinence: The Management of Urinary Incontinence 
in Women. NICE Guideline CG40. 2006, 2013, Last updated: November 2015, 2013) 


30. B__ Discuss the benefits of conservative management including OAB drugs before offer- 
ing surgery 

At the initial assessment, it is recommended that the woman’s urinary incontinence (UI) is catego- 
rized as stress UI, urgency/OAB UI, or mixed UI. Where there is mixed UI, direct treatment should 
first be given for the predominant symptom. In this patient, the predominant symptom is SUL. Here, 
there should be a discussion with the woman on the benefits of conservative management includ- 
ing OAB drugs before offering her surgery. (Urinary Incontinence: The Management of Urinary 
Incontinence in Women. NICE CG40 2006, 2013, Last updated November 2015, 2013) 


31. D The HMB started since menarche and her sister suffers from a coagulation disorder 


Testing for coagulation disorders (e.g. von Willebrand’s disease) should be considered in woman 
who have had HMB since menarche and have personal or family history suggesting a coagula- 
tion disorder. (Heavy Menstrual Bleeding: Assessment and Management. NICE Guideline, January 
2007 — updated August 2016, Last updated November 2018) 


32. E There is associated persistent intermenstrual bleeding 


If appropriate, a biopsy should be taken to exclude endometrial cancer or atypical hyperplasia. 
Indication for a biopsy includes, for example, persistent intermittent bleeding in women age 45 years 
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and above or those who have had treatment failure or the treatment is ineffective. In this patient, the 
treatment has only been for 3 months and can therefore not be considered ineffective. Fibroids are 
not an indication for biopsy and there are no normal values of endometrial thickness for menstruat- 
ing women. Furthermore, the timing of the measurement is not informed; thus, this could be pre- 
menstrual. (Heavy Menstrual Bleeding: Assessment and Management. NICE Guideline, January 
2007 — updated August 2016, Last updated November 2018) 


33. C  Non-steroidal anti-inflammatory drugs (NSAIDs) 


Where hormonal treatment is not acceptable for the treatment of HMB, and the HMB is associ- 
ated with dysmenorrhoea, then NSAIDs should be preferred to tranexamic acid. (Heavy Menstrual 
Bleeding: Assessment and Management. NICE Guideline, January 2007 — updated August 2016, 
Last updated November 2018) 


34. E _Ulipristal acetate 5 mg up to 4 courses 


Ulipristal acetate 5 mg (up to 4 courses) should be offered to women with heavy menstrual 
bleeding and fibroids of 3 cm or more in diameter and a haemoglobin level above 102 g/L or 
below 102 g/L. (Heavy Menstrual Bleeding: Assessment and Management NICE Guideline, 
January 2007 — updated August 2016, Last updated November 2018) 


35. A Amenorrhoea of at least 24 months from stopping the HRT 


Serum FSH should not be used to diagnose menopause in women who have been on com- 
bined hormonal treatment. For women under the age of 50 years, a period of 24 months of 
amenorrhoea and for those over 50 years 12 months should lead to the diagnosis of menopause 
especially if associated with symptoms. Otherwise, serum FSH of more than 35 IU/L on two 
occasions 6 weeks apart should be considered. (Menopause: Diagnosis and Management, NICE 
NG23, November 2015) 


36. B Combined oestrogen-progesterone HRT for about 8 years 


For women suffering from premature menopause, it is recommended that they are offered sex steroid 
replacement (combined oestrogen and progestogen since she has her uterus) until the natural age of meno- 
pause (in this case 50 years). (Menopause: Diagnosis and Management, NICE NG23, November 2015) 


37. Bo 1%-2% 


Case series dating back to 1960 have identified the incidence of post hysterectomy vault prolapse 
(PHVP) to range from 0.2%—43%. More recently, PHVP has been reported to follow 11.6% of hys- 
terectomies performed for prolapse and 1.8% for other benign diseases. A large study from Australia 
estimated the frequency of PHVP requiring surgical repair to be between 6% and 8%. (Post- 
Hysterectomy Vaginal Vault Prolapse. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 46, July 2015) 


38. A 1:1000 


Up to 10% of women have some form of surgery during their lifetime for the presence of an ovar- 
ian mass. In premenopausal women, almost all ovarian masses and cysts are benign. The overall 
incidence of a symptomatic ovarian cyst in a premenopausal woman being malignant is approxi- 
mately 1:1000 increasing to 3:1000 at the age of 50 years. (Management of Suspected Ovarian 
Masses in Premenopausal Women. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 62, November 2011) 
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39. C _ Dalteparin for 5-7 days after surgery 


This woman is low risk as there are no other factors that will increase her risk of VTE. In such 
patients, the recommendation is to continue with thromboprophylaxis until she is fully mobilized. 
This could take between 5 and 7 days; hence, the duration of the dalteparin is 5—7 days. (Heavy 
Menstrual Bleeding: Assessment and Management NICE Guideline, January 2007 — updated 
August 2016, Last updated November 2018) 


40. D Intermittent self-catheterization 


Bladder catheterization (intermittent or indwelling urethral or suprapubic) should be considered for 
women in whom persistent urinary retention or voiding problems is causing incontinence, symp- 
tomatic infections or renal dysfunction, and in whom this cannot otherwise be corrected. Healthcare 
professionals should be aware and explain to women that the use of indwelling catheters in urgency 
urinary incontinence may not result in continence. (Urinary Incontinence: The Management of 
Urinary Incontinence in Women. NICE Guideline No. 171, September 2013) 


41. A Bladder training 


NICE recommends that bladder training should be offered for a minimum of 6 weeks as the first- 
line treatment to women with urgency or mixed urinary incontinence. Although the symptoms here 
are non-specific, the fact that an overactive bladder is suspected points to symptoms of urgency 
or mixed urinary incontinence. If the woman fails to achieve satisfactory benefit from bladder 
training programmes, the combination of OAB drugs with bladder training should be considered 
if frequency is a troublesome symptom. (Urinary Incontinence: The Management of Urinary 
Incontinence in Women. NICE Guideline No. 171, September 2013) 


42. A Assessment of residual urine by Ultrasound scan of the bladder 


In women presenting with symptoms suggestive of voiding dysfunction or recurrent UTI, it is rec- 
ommended that a post-void residual volume scan or catheterization is undertaken prior to proceed- 
ing to other investigations. (Urinary Incontinence: The Management of Urinary Incontinence in 
Women. NICE Guideline No. 171, September 2013) 


43. A Anterior wall 


The site of perforation that is most common is the anterior wall (40% incidence) of the uterus. This is 
followed by the cervical canal (36% incidence) with the fundus being the least (13% incidence). 
(Shakir F and Diab Y. The perforated uterus. The Obstetrician & Gynaecologist 2013; 15: 256-261) 


44. B_ External iliac artery 


The inferior epigastric artery is a branch of the external iliac artery, just above the inguinal liga- 
ment; it runs upward and medially along the anterior abdominal wall medial to the internal inguinal 
ring. It then continues upward in the rectus sheath and eventually anastomoses with the superior 
epigastric artery, which is running downward in the sheath. 


45. A 1%-2% 


Around 80%-—90% of patients will be asymptomatic or have significantly improved symptoms at | year 
with an associated 40%-—70% reduction in fibroid volume. Hysterectomy may be necessary in up to 2.9% 
of cases. Early ovarian failure may occur in 1%—2%, although this is largely confined to women over 
45 or those approaching the menopause Joint RCOG and RCR — Clinical recommendations on the 
use of uterine artery embolization [UAE] in the management of uterine fibroids. Third Edition, 2013) 
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46. A Behavioural modification 


Behaviour modification, such as regular exercise and decreasing alcohol intake, can improve sleep 
and mood disturbance. For women with vasomotor symptoms that interrupt sleep, the treatment of 
hot flash symptoms should be addressed. Psychotherapy has been shown to be effective for mood 
disturbance and is often underutilized. Studies have shown that the efficacy of antidepressant medi- 
cations increases with the severity of depression and that antidepressants may have little or no ben- 
efit in people with mild to moderate depression. Therefore, psychotherapy, in addition to behaviour 
modification, should be recommended for psychological symptoms associated with menopause. 
(Long IL. Nonpharmacological treatment of postmenopausal symptoms. The Obstetrician & 
Gynaecologist 2013; 15: 19-25) 


47. C Follow-up smear at 6 and 18 months after the hysterectomy 


Women who undergo hysterectomy and have completely excised CIN should have vaginal vault cytol- 
ogy at six and 18 months following their hysterectomy. For women who undergo hysterectomy and 
have incompletely excised CIN (or uncertain excision), follow up should be as if their cervix remained 
in situ CIN 1: vault cytology at six, 12 and 24 months: CIN 2/3 — vault cytology at six and 12 months, 
followed by nine annual vault cytology samples. Follow up for incompletely excised CIN continues to 
65 years or until 10 years after surgery (whichever is later). As women who have undergone hysterec- 
tomy have no cervix, and so are no longer eligible for recall within the NHSCSP, their vault cytology 
following treatment of CIN must be managed outside the programme. As women who have undergone 
subtotal hysterectomy still have their cervix, they should remain in the National Screening Programme. 
(NHS Cancer Screening Programmes 2010. Colposcopy and Pogramme Management. Guidelines for 
the NHS Cervical Screening Programme, 2nd edition) 


48. D = Thermal (Diathermy) 


Most published studies quote a range of ureteric injury rates at laparoscopic gynaecological surgery from 
<1% to 2%. Electrocautery may be involved in up to one quarter of ureteric injuries. (Minas V et al. 
Urinary tract injuries in laparoscopic gynaecological surgery, prevention, recognition and management. 
The Obstetrician & Gynaecologist 2014; 16: 19-28) 


49. D_ Serous 


Approximately 90% of ovarian cancers are epithelial with a small proportion being germ cells and 
sex cord stromal tumours. Epithelial ovarian cancers are divided into different subtypes includ- 
ing serous, clear cell, endometrioid and mucinous. Serous carcinomas are the most common 
and lethal subtype comprising up to 68% of the ovarian cancers. (Gaughan EMG and Walsh TA. 
Risk-reducing surgery for women at high risk of epithelial ovarian cancer. The Obstetrician & 
Gynaecologist 2014: 6: 185-191) 


50. B 10% 


Approximately 10% of women with ovarian cancer have a positive family history and a heterozy- 
gous mutation in BRCA1 or BRCA2 genes has been found in most cases. The lifetime risk of devel- 
oping ovarian cancer is 25%-50% in those with BRCA1 mutation compared to 10%-20% in those 
with BRCA 2 mutations. (Gaughan EMG and Walsh TA. Risk-reducing surgery for women at high 
risk of epithelial ovarian cancer. The Obstetrician & Gynaecologist 2014; 6: 185-191) 
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SBA Gynaecology: Paper IV 


1. E An approximately 80% reduction in the risk of ovarian, fallopian and peritoneal 
cancer 


Extensive studies have shown that preventative oophorectomy is associated with an 80% reduction 
in the risk of ovarian, fallopian or peritoneal cancer in BRCA1 and BRCA2 carriers and a 77% 
reduction in all-cause mortality. (Gaughan EMG and Walsh TA. Risk-reducing surgery for women 
at high risk of epithelial ovarian cancer. The Obstetrician & Gynaecologist 2014; 6: 185-191) 


2. C Invitro fertilization and embryo transfer (IVF-ET) 


NICE recommends that for couples with unexplained infertility of 2 years or more, intrauter- 
ine insemination is not advisable, but that the couples should be offered IVF-ET. Although the 
woman in this case has minimal endometriosis, she would be classified as unexplained. (Gaughan 
EMG and Walsh TA. Risk-reducing surgery for women at high risk of epithelial ovarian cancer. 
The Obstetrician & Gynaecologist 2014; 6: 185-191) 


3. E Zero degree endoscopy 


Suitable investigations for urethral diverticulum include urethroscopy, urodynamics (preferably video), 
magnetic resonance imaging, ultrasound scan, computerized tomography, micturating cystogram and 
double balloon urethrogram. The preferred investigation is urethroscopy using a zero degrees endo- 
scope. A mucosal defect is found in 70% of patients, but concurrent inflammation may obscurer the 
ostia. (Archer et al. Urethral diverticulum. The Obstetrician & Gynaecologist 2015; 17: 125-129) 


4. E Video urodynamics 


Urodynamics is recommended in women where a urethral diverticulum (UD) is suspected. 
A total of 60% of women with UD have associated urinary incontinence, and therefore, urody- 
manics are an essential to differentiate between stress incontinence and an overactive bladder 
and post micturition dribbling. As 17% of women will develop incontinence, post UD excision 
baseline assessment of detrusor and urethral function is essential before surgery. Video urody- 
namics may help to identify women with coexistent obstructive voiding and therefore those likely 
to have post UD excision incontinence. (Archer et al. Urethral diverticulum. The Obstetrician & 
Gynaecologist 2015; 17: 125-129) 


5. E  Therisk of the probe directly compressing the urethra 


Transvaginal ultrasound scan has an excellent sensitivity and anatomical delineation in the assess- 
ment of urethral diverticulum and is useful because there is no fill with contrast during the imag- 
ing. The size, number, location, structure, content and wall thickness may be obtained, but the 
disadvantage of TVUSS is that the probe may directly compress the urethra. (Archer et al. Urethral 
diverticulum. The Obstetrician & Gynaecologist 2015; 17: 125-129) 


6. B_ She has a 6-fold greater risk of developing recurrent pain 

Ovarian conservation at hysterectomy presents a 6-fold greater risk for the development of recur- 
rent pain and an 8.1 times greater risk of re-operation. (Hoo WL et al. Management of endometrio- 
sis-related pain. The Obstetrician & Gynaecologist 2017, 19: 131-138) 

7. A Commence her on combined HRT as soon as possible 


Considering the physiology of endometrial tissue, postoperative hormone replacement therapy 
that included oestrogen and progestogen should be instituted as soon as possible. The European 
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Society for Human Reproduction and Embryology (ESHRE) guidelines suggest oestrogen and pro- 
gestogen therapy or tibolone for treating menopausal symptoms in women with surgically induced 
menopause because of endometriosis, at least up to the age of natural menopause. (Hoo WL et al. 
Management of endometriosis-related pain. The Obstetrician & Gynaecologist 2017; 19: 131-138) 


8. A Ovarian reserve is less likely to be compromised 


Laparoscopic excision is superior to drainage and coagulation by bipolar diathermy for treat- 
ing recurrence of dysmenorrhoea, dyspareunia and non-menstrual pain as well as reducing the 
rates of subsequent surgery. While the superiority of excision over drainage and coagulation/ 
ablation might be expected, concerns about excessive resection of ovarian tissue compromising 
future fertility remain, with reported risk of ovarian failure after bilateral ovarian endometrioma 
cystectomy of the order of 2.4%. (Wee-Liak et al. Management of endometriosis-related pain; 
The Obstetrician & Gynaecologist 2017; 19: 131-138) 


9 B The endometrioma is at least 3 cm 


Laparoscopic excision of ovarian endometriotic cyst walls is the recommended treatment for 
endometriomas associated with dysmenorhoea, dyspareunia and non-menstrual pain if the cyst is 
at least 3 cm in diameter. Excision is recommended over ovarian drainage and coagulation/abla- 
tion as the recurrence rate is lower with excision. (Hoo WL et al. Management of endometriosis- 
related pain; The Obstetrician & Gynaecologist 2017; 19: 131-138) 


10. B_ 8.0 years 


Despite the growing awareness of endometriosis symptoms, there are often significant delays between 
the onset of symptoms and definitive diagnosis, with a mean latency of 6.7 years in Norway, 8 years 
in the UK and 11.7 years in the USA. (Hoo WL et al. Management of endometriosis-related pain. 
The Obstetrician & Gynaecologist 2017; 19: 131-138) 


11. B  10%-15% 


Polycystic ovary syndrome is a widespread condition with a number of reproductive and general 
health implications. It is the most common endocrine condition to affect women with an estimated 
prevalence of 10%-—15%. In those with anovulatory infertility, it accounts for 80%—90% of cases. 
(Balen A. Polycystic ovary syndrome. The Obstetrician & Gynaecologist 2017; 19: 119-129) 


12. E Her waist circumference 


An assessment of BM] alone is not considered a reliable predictor of cardiovascular risk. It has been 
suggested that rather than BMI itself, the distribution of fat is important, with android obesity a 
greater factor than gynaecoid obesity. Hence waist circumference, which is an indicator of abdomi- 
nal visceral fat rather than subcutaneous fat is a valuable measurement. (Balen A. Polycystic ovary 
syndrome. The Obstetrician & Gynaecologist 2017; 19: 119-129) 


13. D  80%-90% 

PCOS accounts for approximately 80%—90% of women with anovulatory infertility, which in turn 
is present in approximately one-third of those who visit infertility clinics. (Balen A. Polycystic 
ovary syndrome. The Obstetrician & Gynaecologist 2017; 19: 119-129) 

14. D = Optimize health before commencing therapy 


The principles of anovulatory infertility management are first to optimize health before commenc- 
ing therapy (e.g. weight loss for those who are overweight) and then to induce regular unifollicular 
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ovulation. Folic acid should be taken at a daily dose of 400 [1g or if obese 5 mg. A semen analysis 
should be performed before ovulation induction therapy is commenced. To ensure a cost-effective 
approach to treatment, an assessment of tubal patency is appropriate in all women before commencing 
therapy. (Balen A. Polycystic ovary syndrome. The Obstetrician & Gynaecologist 2017; 19: 119-129) 


15. C  60%-70% 


CC induces ovulation in approximately 70%—85% of women with PCOS and approximately 60%— 
70% of those who ovulate will become pregnant by the sixth ovulatory cycle. (Balen A. Polycystic 
ovary syndrome. The Obstetrician & Gynaecologist 2017; 19: 119-129) 


16. C 20% (Lin 5) 


Chronic pelvic pain is a common and difficult condition with a prevalence similar to that of back 
pain and asthma in the community. It accounts for approximately 20% of gynaecological outpatient 
referrals but also commonly presents to other specialties including gastroenterology. (ssa B et al. 
Endometriosis and irritable bowel syndrome: a dilemma for gynaecologist and gastroenterologist. 
The Obstetrician & Gynaecologist 2016; 18: 9-16) 


17. D Pregnancy is less than 8 weeks and HCG < 5000 IU/L 


Conservative medical management with methotrexate is appropriate in haemodynamically stable 
cases with unruptured CSP. A review of cases in which systemic methotrexate alone was used 
revealed that 41% of cases resolved with no additional treatment required. This option is likely to 
succeed where the HCG levels are lower than 5000 IU/L and the gestational is less than 8 weeks. 
(Jayaram PM et al. Caesarean section scar ectopic pregnancy: Diagnostic challenges and man- 
agement options. The Obstetrician & Gynaecologist 2017; 19: 13-20) 


18. D Systemic methotrexate 


Expectant management is generally not recommended except in very rare cases of CSP. 
The treatment of choice in those who are medically stable is methotrexate, which works 
best in pregnancies less than 8 weeks. Surgical management should be considered in women 
with significant symptoms and for those who decline medical treatment. (Jayaram PM et al. 
Caesarean section scar ectopic pregnancy. Diagnostic challenges and management options. 
The Obstetrician & Gynaecologist 2017, 19: 13-20) 


19. C Paclitaxel and carboplatin for 6 cycles 


Surgery remains the primary treatment of ovarian cancer. However, following primary surgery, 
the conventional approach has been to use six cycles of standard carboplatin and paclitaxel at 
3 weeks interval. Alternatives are emerging, but this remains the standard adjuvant chemotherapy. 
Radiotherapy is not considered the standard adjuvant therapy. (Reed SR and Sadozye AH. Update 
on chemotherapy in gynaecological cancer. The Obstetrician & Gynaecologist 2016; 18: 182-188) 


20. D  Neo-adjuvant chemotherapy followed by delayed primary surgery 


Primary medical therapy or neo-adjuvant chemotherapy (NACT) is now accepted as an alterna- 
tive standard of care for patients with bulky supracolic omental disease and /or liver metasta- 
ses that cannot be optimally resected. Two large recently concluded studies (EORT 55971 and 
CHORUS) concluded that NACT followed by primary surgery is not inferior to initial surgery 
in this group of women who are not suitable for optimal resection. (Reed SR and Sadozye AH. 
Update on chemotherapy in gynaecological cancer. The Obstetrician & Gynaecologist 2016; 
18: 182-188) 
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21. C The exercises have been shown from a randomized trial to significantly improve 
symptoms but not the anatomy of the prolapse 


Women with pelvic organ prolapse should be given targeted advice regarding pelvic floor muscle 
training and may also benefit from targeted physiotherapy. A randomized controlled trial compar- 
ing individualized pelvic floor muscle training with no intervention found a statistically significant 
improvement in subjective assessment of prolapse symptoms in the intervention group but no sig- 
nificant improvement in objective assessment of anatomy, as assessed by the pelvic organ prolapse 
quantification system. (Jefferis H et al. Management of uterine prolapse: Is hysterectomy necessary? 
The Obstetrician & Gynaecologist 2016; 18: 17-23) 


22. E — Sacrospinous fixation 


The RCOG Green-top Guideline on the ‘Management of Post Hysterectomy Vaginal Vault Prolapse’ 
recommends that a sacrospinous fixation should be performed if at the time of a vaginal hyster- 
ectomy for prolapse, the vaginal vault is at the introitus at the end of the vaginal hysterectomy. 
(VJefferis H et al. Management of uterine prolapse: Is hysterectomy necessary? The Obstetrician & 
Gynaecologist 2016; 18: 17-23) 


23. C Loss of access to the cervix and uterus 


Women who are suitable for obliterative procedures are those who are sexually inactive, elderly and in 
particular those with co-morbidities that may render them unsuitable for longer operating times and more 
invasive procedures associated with reconstructive surgery. Sexual inactivity both at present and in the 
future is a criterion for the procedure and cannot therefore be a disadvantage. The main disadvantage is 
lack of access to the cervix and uterus. Satisfaction rates that have been reported have been approximately 
90%-95% which are much better than those of reconstructive surgery. VJefferis M et al. Management of 
uterine prolapse: Is hysterectomy necessary? The Obstetrician & Gynaecologist 2016; 18: 17-23) 


24. E The reduction in uterine volume is greater 


The evidence for the use of Ulipristal acetate (UPA) comes from the PEARL studies. These are com- 
parative trials of Ulipristal acetate and GnRHa in the treatment of symptomatic fibroids. These studies 
conclude that there is no difference in the control of menstrual bleeding between ulipristal acetate and 
GnRHa, but GnRHa are associated with a greater reduction in uterine volume. The reduction with 
Ulipristal acetate is longer lasting than that with GnRHa where the fibroids return to pre-treatment sizes 
within 4—6 months. Furthermore, myomectomy could be more difficult following GnRHa compared to 
UA. (Younas K et al. A review of evidence-based management of uterine fibroids. The Obstetrician and 
Gynaecologist 2016; 18: 33—42) 


25. C UAE is associated with a five-fold increase in the likelihood of further intervention 
within 2-5 years 

An updated Cochrane review in 2014 shows that patient satisfaction with UAE is similar to that with 

surgery (myomectomy or hysterectomy) and that UAE was associated with more minor complications 

and an almost five-fold increase in the likelihood of further interventions within 2—5 years. The long- 

term follow-up did not show any difference in ovarian failure rates. (Younas K et al. A review of 

evidence-based management of uterine fibroids. The Obstetrician and Gynaecologist 2016; 18: 33—42) 


26. D The thickness between the fibroid and the serosa 


The grading of submucous fibroids based on the European Society for gynaecological Endoscopy 
(ESGE) or other systems is useful in predicting the success of myoma resection and minimizing 
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surgical complications. Grade 0 and 1 fibroid can easily be removed hysteroscopically, but diffi- 
culties are likely to be encountered with Grade 2 fibroids and as most of these are intramural, the 
thickness of the myometrium between the fibroid and the serosa is an important factor in determin- 
ing the safety of hysteroscopic resection. Grade 0 fibroids are mainly subserous and pedunculated, 
Grade 1 have 50% of the fibroid in the endometrial cavity and Grade 2 have less than 50% of the 
fibroid in the endometrial cavity. (Younas K et al. A review of evidence-based management of uter- 
ine fibroids. The Obstetrician and Gynaecologist 2016;18: 33-42) 


27. C 1:7 (14%) 


About one in seven heterosexual couples experience delayed conception despite regular unprotected 
sexual intercourse for 1 year. (Bhandari et al. An overview of assisted reproductive technology proce- 
dures. The Obstetrician and Gynaecologist 2018; 20: 166-176) 


28. D Suppression of endogenous gonadotrophin release ensuring that oocytes are avail- 
able for retrieval 


Pituitary downregulation is undertaken to suppress endogenous gonadotrophin release and pre- 
mature ovulation, thereby ensuring that oocytes are available for retrieval. (Bhandari et al. An 
overview of assisted reproductive technology procedures. The Obstetrician and Gynaecologist 
2018; 20: 166-176) 


29. C In GnRH antagonist cycles follicular recruitment is as a result of endogenous 
gonadotrophins 


In long GnRH-agonist protocols, the recruitment, selection and growth of follicles are dependent on 
exogenous gonadotrophin administration. However, in GnRH-antagonist treatment cycles, the initial 
recruitment and selection of follicles occur as a result of endogenous gonadotropins, but their develop- 
ment is augmented by exogenous gonadotrophins. In women with normal ovarian reserves, continuing 
pregnancy and live birth rates are not significantly different between these treatment protocols; however, 
the incidence of OHSS is significantly less with antagonist protocols. (Bhandari et al. An overview of 
assisted reproductive technology procedures. The Obstetrician and Gynaecologist 2018; 20: 166-176) 


30. A Administer GnRH agonist for maturation trigger 


The administration of GnRH agonist for maturation trigger in GnRH antagonist cycles for women 
with intact hypothalamic-pituitary gonadal axis ensures more physiological release of endogenous 
gonadotrophins. The overall reduction in risk of developing OHSS in high-risk women is significant. 
(Bhandari et al. An overview of assisted reproductive technology procedures. The Obstetrician 
and Gynaecologist 2018; 20: 166-176) 


31. D Five weeks after ER 


Following a positive hCG test, an early pregnancy ultrasound scan is undertaken at 7 weeks of gesta- 
tion or approximately 5 weeks after embryo replacement. An early ultrasound appointment is offered 
to women with a previous history of ectopic pregnancy or recurrent miscarriage who have a high risk 
of tubal pregnancy or who have symptoms of bleeding or pain. (Bhandari et al. An overview of assisted 
reproductive technology procedures. The Obstetrician and Gynaecologist 2018; 20: 166-176) 


32. C Daily measurements of weight, abdominal girth and fluid intake and output and 
blood tests for full blood count, electrolytes, liver and renal function tests 


Monitoring for the progression of OHSS should include daily measurements of weight, abdomi- 
nal girth and fluid intake and output and blood tests for full blood count, electrolytes, liver and 
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renal function tests. (Bhandari HM et al. Complications of assisted reproductive technology 
treatment and the factors influencing reproductive outcome. The Obstetrician & Gynaecologist 
2018; 20: 177-186) 


33. A The rate in ART conception is up to 4 times higher than that in natural conception 


The chance of a women becoming pregnant with monozygotic (identical) twins, including mono- 
chorionic monoamniotic twins appears to be higher following eSET (0.7%-3.1%) than in natural 
conceptions (0.4%). Blastocyst transfer and ICSI are associated with an increased incidence of 
monozygotic twin following eSET compared to cleavage stage embryo transfer (ET) in IVF respec- 
tively. (Bhandari HM et al. Complications of assisted reproductive technology treatment and the 
factors influencing reproductive outcome. The Obstetrician & Gynaecologist 2018; 20: 177-186) 


34. B___ Previous pregnancy after ART and live birth 


Previous pregnancy and live birth significantly increase the odds of a successful live birth with future 
ART treatment. Previous spontaneous pregnancy and live birth increase the odds of a successful 
pregnancy by 19%, whereas live birth as a result of ART treatment increases the chances of a future 
live birth with ART treatment by 58%. (Bhandari HM et al. Complications of assisted reproduc- 
tive technology treatment and the factors influencing reproductive outcome. The Obstetrician & 
Gynaecologist 2018; 20: 177-186) 


35. Bs 1:3 


A significant number of pregnancies in the UK are unplanned, with data suggesting that up to one 
third of term pregnancies are unintended at conception. (Cooper M and Cameron S. Postpartum 
contraception. The Obstetrician & Gynaecologist 2018; 20: 159-166) 


36. E 95%-98% 


Many women rely on breastfeeding for contraception in the months following childbirth. For lacta- 
tional amenorrhoea method (LAM), to be effective, there must be amenorrhoea, breastfeeding must 
be exclusive and last less than 6 months. In these circumstances, reliable inhibition of ovulatory 
mechanism is achieved, and the method is 98% effective; however, if the frequency of breastfeeding 
declines or menstruation resumes, the method may no longer be reliable. (Cooper M and Cameron 
S. Postpartum contraception. The Obstetrician & Gynaecologist 2018; 20: 159-166) 


37. D Six weeks 


There is limited evidence in relation to combined hormonal contraception and breastfeeding, 
but the available data do not indicate a harmful effect. This is reflected in the UKMEC criteria 
which supports the use of CHC from 6 weeks onwards in breastfeeding women, where no other 
contraindication to the method exists. (Cooper M and Cameron S. Postpartum contraception. 
The Obstetrician & Gynaecologist 2018; 20: 159-166) 


38. C Insertion of an intrauterine contraceptive device (Copper or levonorgestrel) within 
48 h of vaginal or caesarean delivery 


PPIUC insertion refers to the fitting of a copper (CU-IUD) or levenorgestrel releasing (LNG- 
IUS) intrauterine device within the first 48 h after either a caesarean section or vaginal birth. 
It can be performed as early as 10 min after delivery of the placenta (post-placental insertion). 
(Cooper M and Cameron S. Postpartum contraception. The Obstetrician & Gynaecologist 
2018; 20: 159-166) 
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39. A _ Restriction of fluid intake and consider starting a diuretic 


Where excessive systemic absorption of fluid distension media is suspected, strict fluid balance 
monitoring should be commenced, a urinary catheter inserted and serum electrolytes measured. 
If the patient develops signs of cardiac failure and or pulmonary oedema, then a cardiac echo- 
cardiogram and chest X-ray should be undertaken. Asymptomatic hypervolaemia with or without 
hyponatraemia should be managed by fluid restriction with or without diuretics. The management 
of symptomatic hypovolaemic hyponatraemia requires a multidisciplinary involvement including 
anaesthetist, physicians and intensivisits in a high dependency or intensive care unit. (Umranikar S 
et al. BSGE/ESGE guideline on management of fluid distension media in operative hysteroscopy. 
The Obstetrician & Gynaecologist 2018; 20:197-200) 


40. C Pre-treatment with a GnRH agonist 


Pre-operative administration of gonadotrophin-releasing hormone (GnRH) agonists should be 
considered in premenopausal women before hysteroscopic resection of fibroids. This is because 
there is evidence to show that premenopausal women are more susceptible to electrolyte imbal- 
ance. Intracervical injection of dilute vasopressin can be considered before dilatation of the cervix. 
The intrauterine pressure needed for distension should be maintained as low as possible to allow 
adequate visualization and kept below the mean arterial pressure. (Umranikar S et al. BSGE/ESGE 
guideline on management of fluid distension media in operative hysteroscopy. The Obstetrician & 
Gynaecologist 2018; 20:197—200) 


41. E To reattach the patch if still sticky or replace if not and no need for additional or 
emergency contraception 


If the patch has been off for less than 48 h, it should be stuck back on as soon as possible (if it is 
still sticky), but if it is not sticky, it should be replaced with a new patch (no attempt should be made 
to hold the old patch in place with a plaster or bandage). Continue to use the patch as normal and 
change your patch on the normal change day. If the patch has been off for less than 48 h before its 
replaced it, it remains effective in protecting against pregnancy as long as the patch was on properly 
for seven days before it came off. If this is the case, then there is no need to use additional contra- 
ception. If the patch was on for six days or less before it falls off, the woman may not be protected 
against pregnancy and should use additional contraception, such as condoms, for seven days. 


42. B_ Apply new patch and consider as Day 1 of patch cycle and use barrier method for 
7 days 


If a woman forgets to take the patch off after week one or two, and if this has been on for 48 h 
or more longer than it should have been (10 days or more in total), she should start a whole new 
patch cycle by applying a new patch as soon as possible. This is now week one of the patch cycle, 
and the woman will have a new day of the week as her start day and change day. She should use 
another method of contraception, such as condoms, for the next seven days. If she has had UPSI in 
the previous few days, she may need emergency contraception. In this scenario, there is no given 
information about UPSI; therefore, it is assumed that there has been none. 


43. B_ Take if off as soon as possible, start new patch cycle and no need for additional 
contraception 


If the woman forgets to take the patch off after week three, she should take it off as soon as possible 
and start the patch-free break. She should start a new patch on the usual start day, even if they are 
bleeding. This means that she will not have a full week of patch-free days. She will be protected 
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against pregnancy and do not need to use any additional contraception. She may or may not bleed 
on the patch-free days. 


44. B___ Levonelle — 3.0 mg 


In those patients taking enzyme-inducing drugs (such as carbamazepine), emergency contraception 
(EC) is indicated if there has been UPSI or barrier failure during or in the 28 days following use 
of liver enzyme inducing drugs. EC should be offered in the form of Cu-IUD (which is unaffected 
by liver enzyme-inducing drugs) or double dose (3 mg) of LNG-EC. UPA-EC is not recommended 
with liver enzyme-inducing drugs. In this patient with an unknown allergy unless copper allergy 
has been excluded, the best option is LNG-EC at a double dose of 3 mg. (Emergency Contraception. 
Faculty of Sexual and Reproductive Health Guideline, March 2017) 


45. A Cu-IUD 


EC is indicated if a progestogen only pill (minipill) is late or missed (>27 h for non-desogestrel contain- 
ing and >36 h for desogestrel containing POPs) and there has been UPSI or barrier failure before effi- 
cacy has been re-established (i.e. 48 h after restarting). Because the POP has been used in the last 7 days, 
the efficacy of UPA-EC could theoretically be reduced; hence, consideration should be given to the use 
of the LNG-EC. The CU-IUD is the most effective EC, and in this case, can be used up to 5 days after the 
UPSI. (Emergency Contraception. Faulty of Sexual and Reproductive Health Guideline, March 2017) 


46. A Inhibition of fertilization 


The primary mechanism of emergency contraceptive action of the Cu-IUD is inhibition of fertiliza- 
tion by its toxic effect on sperm and ova. Copper has been shown to adversely affect the motility 
and viability of sperm and the viability and transport of ova. If fertilization does occur, the local 
endometrial inflammatory reaction resulting from the presence of the Cu-IUD prevents implanta- 
tion. The Cu-IUD therefore has both pre- and post-fertilization mechanisms of action. (Emergency 
Contraception. Faulty of Sexual and Reproductive Health Guideline, March 2017) 


47. D Repeat cytology in 3 months 


In the HPV triage and test of cure management algorithm for cervical screening, it is recommended 
that all those with inadequate smears have a repeat cytology in 3 months. Referral for colposcopy is 
indicated after 3 inadequate smears. (VHS Cancer Screening Programmes, 2016) 


48. A __ Refer for colposcopy 


Where HPV testing following a low grade dyskaryosis is reported as inadequate or unreliable, then 
the follow-up step would be referral to colposcopy. Treatment at colposcopy will depend on the grade 
of cytology and CIN. (NHS Cancer Screening Programmes, 2016) 


49. C  6month follow up and then yearly for 10 years 


Following treatment for CGIN, follow-up cytology and test of cure should be offered at 6 months. If this 
comes back as abnormal, cytology referral should be done for colposcopy after which yearly follow-up is 
recommended to complete 10 years of cytology follow-up. (VHS Cancer Screening Programmes, 2016) 


50. E Send an MSU sample but commence her on antibiotics 


The advice is that if the woman does not have symptoms of UTI and her urine tests positive for both 
leucocytes and nitrites, antibiotics should not be offered without the results of the midstream culture. 
If, however, she has symptoms of UTI (and her urine tests positive for both leucocytes and nitrites), 
then she should be commenced on antibiotics pending the results of the MSU. (NICE Guideline, 2006) 
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EMQ Obstetrics: Paper | 


Option list for questions 1-3 


A | ARM (artificial rupture of membranes) K | Non-rotational ventouse delivery 
and syntocinon 

B | Emergency CS — category I: fetal L | Re-examine in 1 h 

C | Emergency CS — category I: maternal M | Re-examine in 2h 

D | Emergency CS - category II: fetal N | Re-examine in 4h 

E | Emergency CS — category I: maternal O | Rotational ventouse 

F | Emergency CS — category III: fetal P | Start pushing 

G | Emergency CS - category III: maternal Q | Syntocinon 

H_| Epidural and commence syntocinon R | Syntocinon and re-examine in 2 h 

I | Fetal blood sampling to assess degree of S | Syntocinon and re-examine in 4h 
urgency for delivery 

J | Neville-Barnes forceps delivery T | Wrigley’s forceps delivery 


Instructions: The women described below are in labour. For each woman, select from the above 
option list the single most appropriate action you will take in the management of the labour. Each 
option may be selected once, more than once or not at all. 


1. 


A 26-year-old nulliparous woman was admitted in labour at 4 cm dilation. The pregnancy was 
uncomplicated. After 4 h, she had dilated to 5 cm. A decision was therefore taken to perform an 
ARM. Two hours later, the cervix was still 5 cm dilated. 

A primigravida has been diagnosed as having slow progress in labour at 4 cm dilation (a VE 
demonstrated no change in the cervix after 4 h). She was admitted 4 h ago, having started con- 
tracting at home 2 h after rupturing her membranes. An epidural has been sited and syntocinon 
has been commenced. 

A 30-year-old primigravida went into spontaneous labour at 41*3 weeks and was diagnosed with 
failure to progress at 5 cm dilatation. Syntocinon was commenced, and 4 h later, she is now 6 cm 
dilated. The fetal heart rate is normal and the presenting part is at the level of the spines. 
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Option list for question 4 


A | Administer oxygen by face mask M | Expedite birth 

B | Amniotomy and start CTG N | Intermittent auscultation 

C | Administer sc. terbutaline 0.25 mg stat O | Make preparations for urgent birth 

D | Auscultation for at least 1 min after P | Offer oral fluids, encourage to mobilize 
contraction and then every 5 min and change position to left lateral 

E | Auscultation for at least 1 min after Q | Offer oral fluids and paracetamol and 
contraction and then every 15 min encourage to mobilize or adopt left lateral 

position 

F | Cardiotocography for at least 30 min R | Palpate and measure maternal pulse 
during the procedure and then with each 
10 mL or more bolus 

G | Check maternal pulse and if it is found S | Perform fetal blood sampling to measure 
raised, offer paracetamol pH or lactate 

H | Commence on continuous T | Repeat fetal blood sampling (FBS) in 
cardiotocography (CTG) 30 min 
Continue CTG and normal care U | Repeat FBS in 1h 

J | Continue with intermittent auscultation V | Stop oxytocin and administer sc. 
after contractions every 15 min terbutaline 0.25 mg stat 

K | Decide whether to continue labour or W | Turn to lateral position and encourage to 
expedite delivery considering clinical mobilize 
circumstances 

L | Discontinue CTG and return to 
intermittent auscultation 


Instructions: The following patients are in labour and either need fetal monitoring or review if 
already being monitored. For each patient, select from the above option list the single most appro- 
priate action you will take to either initiate monitoring or in response to the fetal heart rate pattern 
recorded. Each option may be selected once, more than once or not at all. 


4. A 32-year-old multiparous woman in labour had syntocinon in labour because of slow progress 
in the first stage. The CTG has had a baseline of 150 bpm with a variability of 1-3 bpm for the 
last 45 min. There are, however, no decelerations. 
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Option list for questions 5-7 


A | Amniocentesis and cerclage L | Intramuscular progesterone and then 
cerclage 

B | Antibiotics and cerclage M | Magnesium sulphate 

C | Antibiotics and corticosteroids N | Nifedipine 

D | Atosiban O | Oral penicillin for 10 days 

E | Corticosteroids and atosiban P | Oral progesterone and then cerclage 

F | Corticosteroids and nifedipine Q | Prophylactic cervical cerclage 

G | Erythromycin for 7 days R | Rescue cerclage 

H | Erythromycin for 10 days S | Terbutaline sc. 

I_| Induction of labour T | Termination of pregnancy 

J | Intramuscular penicillin for 10 days U | Vaginal progesterone 

K | Intramuscular progesterone V | Vaginal progesterone or prophylactic 
cervical cerclage 


Instructions: The patients describe below all present with symptoms of preterm labour. For each 
patient, choose from the above option list the single most appropriate treatment you will initiate. 
Each option may be used once, more than once or not at all. 


5. A 25-year-old G2P1 attends for her cervical assessment by ultrasound at 17 weeks of gestation. 
She had a spontaneous preterm birth at 30*° weeks 2 year ago. A transvaginal ultrasound scan 
today reports the cervical length to be 20 mm. 


6. <A 23-year-old primigravida has been scanned at 20 weeks of gestation and found to have a 
cervical length of 20 mm on transvaginal ultrasound scan. 


7. A 34-year-old primigravida who had LLETZ for treatment of high-grade dyskaryosis has had 
a transvaginal ultrasound scan to assess the cervix at 18 weeks of gestation, and the cervix is 


found to be 18 mm long. 
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Option list for questions 8-10 


A | Arterial blood gases K | Digital subtraction angiography 
B | Chest X-ray and V/Q scan Electrocardiogram (ECG) 
C | Chest X-ray and then either V/Q scan or M | Liver and renal function test and 


m 


CTPA coagulation screen 

D | Compression duplex ultrasound scan N | Magnetic resonance imaging (MRI) 

E | Compression duplex ultrasound scan 48 h | O | Magnetic resonance pulmonary angiogram 
later 

F | Compression duplex ultrasound scan on P | Objective testing 
days 3 and 7 

G | Compression duplex ultrasound scan on Q | Portable echocardiography within 1 h of 
day 5 presentation 

H_ | Conventional contrast venography R | Repeat testing (CTPA or V/Q scan) 

I |CE-PA S | Ventilation and perfusion single-photon 

computed tomography (V/Q SPECT) 
J | D-dimers T | V/Q scan 


Instructions: All the pregnant women described below presented with symptoms suspicious of 
venous thromboembolism. For each woman, choose from the option list above the single most 
appropriate initial investigation you will undertake to confirm the diagnosis. Each option may be 
selected once, more than once or not at all. 


8. A 30-year-old woman attends the hospital with sudden onset shortness of breath, difficulties 
in breathing and a mild cough. She says that, a few days ago, she started experiencing pain in 
her left calf that has become swollen and tender. She is examined and found to be tachycardic 
(pulse 110 bpm) with an oxygen saturation of 93%. In the left leg, there are clinical features of 
a DVT. You suspect that she has a PE most likely from a DVT and commence her on a thera- 
peutic dose of dalteparin—a low-molecular-weight heparin (LWMH). 

9. A 36-year-old primigravida presents at 28 weeks of gestation with sudden onset of chest pain 
and difficulties in breathing. She had hitherto been very well throughout the pregnancy. She, 
however, intimates that her auntie suffered from a DVT during pregnancy. She is examined and 
there are no features of a DVT, but she is mildly pyrexial with bilateral chest crepitations and an 
oxygen saturation of 92%. She is suspected to have a PE and hence commenced on therapeutic 
doses of enoxaparin—an LWMH. 

10. A 22-year-old primigravida is seen in the Accident and Emergency Department with clinical 
features of a PE at 30 weeks of gestation. She does not have any symptoms or signs of a DVT. 
She has a family history of breast cancer (in her mother). She is examined and the clinical 
features are highly suspicious of a PE. She is commenced on a therapeutic dose of LMWH. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 11-12 


A | Measure APTT level Measure Xa peak activity 4 h post-treatment 
B | Measure APTT level 4-6 h after the Measure Xa peak activity 6 h 
loading dose post-treatment 
C | Measure APTT level 4-6 h after the Measure Xa peak activity 12h 
loading dose and then daily when in the post-treatment 
therapeutic range 
D | Measure APTT level 4-6 h after the No need for monitoring 
loading dose, 6 h after any dose change and 
then daily when in the therapeutic range 
E | Measure APTT level 6 h after any dose Platelet count 24 h after initiating 
change and then daily when in the treatment 
therapeutic range 
F | Measure APTT level 12 h after the loading Platelet count every 2—3 days from day 4 
dose to 14 
G | Measure APTT level 24 h after the loading Platelet count on days 5, 7 and 14 
dose 
H | Measure Xa peak activity Platelet count every other day from day 5 
to 14 
I | Measure Xa peak activity 3 h 
post-initiation of treatment 


Instructions: The following women are either on LWMH or unfractionated heparin for the man- 
agement of DVT in pregnancy. For each woman, choose from the above option list the single most 
appropriate monitoring of the antithrombotic treatment you will recommend. Each option may be 
chosen once, more than once or not at all. 


11. A 30-year-old primigravida is admitted with a diagnosis of an acute DVT in her left leg at 
30 weeks of gestation. Her booking weight was 65 kg and her last measured weight was 69 kg. 
She is commenced on dalteparin at a dose of 6000 IU twice daily. Her renal function test is 
normal, and this is the first time she has been diagnosed with a VTE. 


12. 


An emergency caesarean section was performed on a 29-year-old primigravida on dalteparin, 
an LWMH for a DVT that she developed at 36 weeks of gestation for failure to progress in the 
late first stage of labour, having been induced at 41+4 weeks of gestation. She had a postpartum 
haemorrhage attributable to uterine atony. She had omitted her therapeutic dose of dalteparin 
on the day of induction, and hence, her CS was under an epidural. She was then commenced 
on unfractionated heparin 4 h after the epidural catheter was removed. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for question 13 


A_ | Avoid night dose of LMWH J | Recommence LMWH 4 h after CS 


B | Commence unfractionated heparin K | Recommence LMWH 12 h after CS 


C | Commence warfarin 5 days after delivery | L | Recommence LMWH 4 h after removal of 
epidural catheter 


D | Omit morning dose of LMWH and give it | M | Recommence LMWH 24 h after epidural 


4h after delivery catheter is removed 

E | Omit next dose of LMWH and restart 12h} N | Recommence LMWH 5 days after 
after regional CS delivery 

F | Omit dose of LMWH on day before O | Stop warfarin and commence LMWH 


induction and on the day of induction 


G | Omit dose of LMWH on day before CS P | Stop warfarin as soon as possible 
and recommence 6 h after CS 


H | Omit dose of LMWH on day before CS Q | Stop warfarin with a positive pregnancy 


and recommence on the day after CS test 
I | Omit morning dose of LMWH R | Stop warfarin within 2 weeks of missed 
period 


Instructions: The women described below are visiting the joint obstetrics haematology clinic 
because of a history of VTE or they are on thromboprophylaxis because of an increased risk of 
VTE in pregnancy. For each woman, choose from the above option list the single most appropriate 
next step you will take in their management. Each option may be chosen once, more than once or 
not at all. 


13. A 28-year-old woman is on warfarin for a DVT that she developed 6 months ago. She reports 
that her last menstrual period was 5—6 weeks ago, and she has just had a positive pregnancy 
test. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER | 


Option list for questions 14-15 


A | Assess for depression at booking and I | Place baby on the at-risk register 
4-6 weeks postpartum 
B | Assess for depression at booking, at J | Provide condoms for sexual intercourse 
36 weeks and 4-6 weeks postpartum 
C | Assess for depression at booking, then at | K | Refer to clinical psychologist 
4-6 weeks and again at 3-4 months 
postpartum 
D | Assess for depression now, then at L | Refer to clinical support team 
4—6 weeks and again at 3-4 months 
postpartum 
E | Break confidentiality M | Refer to multidisciplinary team (MDT) 
F | Commence on antidepressants N | Refer to social worker 
G | No additional action O | Seek a court order for disclosure 
H_ | Offer peer mentor mother support 


Instructions: For each of these patients recently diagnosed with HIV, choose from the above 
option list the single most effective plan of care/investigation with regard to their mental health. 
Each option may be chosen once, more than once or not at all. 


14. A 32-year-old woman attended for her first antenatal visit and agreed to be screened for HIV 
confident that this will be negative. She has just been informed that it is positive. She has 
been counselled and investigations instituted and is about to be commenced on combined anti- 
retroviral therapy (CART). You have seen her and are concerned about her state of mind. 


15. 


A 25-year-old woman booked for antenatal care at 10 weeks of gestation 3 months ago and was 
screened positive for HIV. She was screened for sexually transmitted infection (STI), counselled 
and baseline investigations performed and then commenced on cART. Despite repeated attempts 
to convince her to discuss this with her partner with whom she is still having unprotected sexual 


intercourse, she has not been able to do so. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 16-17 


A | Allow progress of labour and anticipate Corticosteroids and IOL 
vaginal delivery 

B | Antibiotics for Group B and consider CS Elective lower segment CS at 

38-39 weeks of gestation 

C | Antibiotics for Group B, corticosteroids Emergency lower segment CS 
and IOL 

D | Antibiotics for Group B, corticosteroids External cephalic version (ECV) 
and consider CS 

E | Antibiotics for Group B, corticosteroids Immediate induction of labour 
and convene MDT to discuss mode and 
time of delivery 

F | Antibiotics for Group B, corticosteroids Induction of labour at 36-37 weeks of 
and convene MDT to discuss time of gestation 
delivery 

G | Antibiotics for Group B and induction of Intravenous nevirapine 
labour 

H_| Antibiotics for Group B, corticosteroids Intravenous zidovudine 
and monitor until 34 weeks of gestation 

I | Consider planned lower segment CS Vaginal birth after CS (VBAC) 

J | Consider immediate lower segment CS 


Instructions: The women described below are HIV positive at various stages in pregnancy. 
For each woman, select from the above option list the single most applicable next step in their 


management. Each option may be chosen once, more than once or not at all. 


16. 


17. 
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An HIV positive primigravida presents in labour at 36*° weeks of gestation. She has been 
compliant on cART since 14 weeks of gestation and her viral load was <50 HIV RNA copies/ 


mL at 36 weeks. 


An HIV-positive primigravida on cART since 18 weeks of gestation comes to the hospital for 
her routine antenatal visit at 36 weeks. There are no complications with the pregnancy and an 
ultrasound scan confirms the baby to be cephalic and of normal growth. She has a viral load 


quantification, which is reported to be 500 copies/mL. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for question 18 


A | Acardiac twinning G | Selective fetal growth restriction (sFGR) 
B | Cord entanglement H | Single intrauterine fetal death 
C | Discordant growth with normal liquor I _ | Twin to twin transfusion syndrome 
volume (TTTS) 
D | Heterokaryotypic monozygotic twinning J | Twin anaemia-polycythaemia sequence 
(TAPS) 
E | Homokaryotypic monozygotic twinning K_ | Twin reversal arterial perfusion (TRAP) 
sequence 
F | Miniscule artery-vein anastomoses (less L | Unequal placental territory 
than 1 mm) 


Instructions: The following patients present with complications of monochorioinic twin preg- 
nancy. Select from the above option list the single best diagnosis of the complication that the 
patient presents with. Each option may be chosen once, more than once or not at all. 


18. A 27-year-old woman attends for her follow-up ultrasound scan at 28 weeks of gestation. She is 
known to have a monochorionic diamniotic twin pregnancy. The scan reports a weight discor- 
dance of 15% and a maximum single deepest pool of liquor of 3.5 cm in one twin and 7.5 cm 
in the other twin. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 19-20 


A | Administer corticosteroids and await onset Elective CS at 34*° weeks of gestation 
of vaginal delivery from 32+° weeks 
B | Administer corticosteroids and await onset Elective CS at 36*° weeks of gestation 
of vaginal delivery from 34+° weeks 
C | Administer corticosteroids and await onset Elective CS at 36*°-37+9 weeks of 
of vaginal delivery from 36+° weeks gestation 
D | Administer corticosteroids and deliver Induction of labour at 36+°-37+° weeks of 
gestation 
E | Administer corticosteroids and deliver at Induction of labour at 37+°-38*° weeks of 
34+°_36+° weeks of gestation gestation 
F | Administer corticosteroids and deliver by Selective feticide and continuation of 
CS pregnancy until 32+ weeks of gestation 
G | Admission for bed rest Induction of labour now 
H_ | Await onset of vaginal delivery from Selective feticide and continuation of 
37*9 weeks pregnancy until 34*+° weeks of gestation 
I | Deliver at 34+°-36*° weeks of gestation Selective feticide and continuation of 
pregnancy until 34*°-36*° weeks of gestation 
J | Delivery by caesarean section at 32+°-34+° Selective feticide and induction of labour 
weeks after corticosteroids 


Instructions: The patients described below have all been diagnosed with monochorionic twin 
pregnancies and are being monitored with serial ultrasound scan. For each patient, choose from the 
above option list the SINGLE best time for delivery. Each option may be chosen once, more than 
once or not at all. 


19. The 28-year-old primigravida is at 31 weeks of gestation and is being followed up for sFGR. 
At this ultrasound assessment, the summary of the findings are as follows — ‘estimated fetal 
weight (EFW) for twin one is 900 g and for twin II is 1200 g. There is oligohydramnios in twin 
I with an umbilical artery Doppler showing reversed end diastolic flow (this was present in the 
previous scan 2 weeks earlier) and twin II with absent end diastolic flow on umbilical artery 


20. 
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Doppler’. 


The woman, a G3P2, whose previous normal vaginal deliveries have uncomplicated MC/ 
DA twins that have had normal growth velocities since 20 weeks of gestation. At the last 
ultrasound scan at 34 weeks of gestation, she is found to have an estimated fetal weight discor- 
dance of 10% with normal umbilical artery Doppler and liquor volume in both sacs. Twin | is 


cephalic and twin II is breech. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 21-23 


A | Amniocentesis in the second trimester L | Measure maternal factor VIII levels prior 
to invasive testing 
B | Amniocentesis in the third trimester M | Measure plasma clotting concentrates 
before and after infusion of factor VII 
C | Check if husband is affected N | Measure plasma clotting concentrates 
before and after infusion of factor VII and 
again after 4-6 h 
D | Chorionic villus sampling O | Optimize health of woman 
E | Cord blood for VWF activity P | Non-invasive prenatal diagnosis (NIPD) 
F | Cranial imaging (MRI) Q | Non-invasive prenatal testing (NIPT) 
G | Cranial imaging (ultrasound scan) R | Pre-implantation genetic diagnosis (PGD) 
H | Measure maternal baseline factor VIN/IX | S | Screen for transfusion-transmitted 
levels infection 
I | Measure maternal factor VIII/IX levels at | T | Screen husband for carrier status 
booking, and in the third trimester 
J | Measure maternal factor VIII/IX levels at U | Ultrasound sex determination 
booking, in the third trimester and in 
labour 
K | Measure factor VIII/IX levels in husband 


Instructions: For each of these women with an inherited bleeding disorder, choose from the above 
option list the single most appropriate management you will recommend. Each option may be cho- 
sen once, more than once or not at all. 


21. A 30-year-old carrier of haemophilia A with low levels of factor VIII has been informed that 
her aneuploidy screening test shows a high value (1:100) at 12 weeks of gestation. Following 
counselling, she elects to have an invasive procedure to determine the karyotype of the fetus. 


22. 


23. 


A 26-year-old carrier of severe haemophilia A was seen at 8 weeks of gestation for her booking 
visit. Her husband is healthy and booking investigations including an ultrasound scan were all 


normal. 


Recombinant factor VIII has been ordered for a 30-year-old woman who is scheduled for 
chorionic villus sampling at 11*° weeks of gestation on account of an abnormal nuchal trans- 
lucency (3.7 mm). Her factor VIII levels are 0.3 [U/mL. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 24-25 


A | Blood spot now and apply pressure G | Factor concentrate administration 
B | Cord blood sampling now H | Intramuscular vitamin K (1 mg) 
C | Cord blood sampling now and retesting at | I | Oral vitamin K (1 mg) 
3-6 months 
D | Cranial magnetic resonance imaging J | Prophylactic factor concentrate 
E | Cranial ultrasound scan K | Routine neonatal screening not indicated 


F | Delay/withhold vitamin K until diagnosis | L | Venepuncture test 
is available 


Instructions: For each of these neonates described below born to women with an inherited bleed- 
ing disorder, choose from the above option list the single most appropriate management. Each 
option may be chosen once, more than once or not at all. 


24. A known carrier of haemophilia B has delivered a male infant suspected to have a mild-to- 
moderate haemophilia and requires testing to exclude this diagnosis. 


25. A male infant has been delivered to a woman who is known to be a haemophilia A carrier. 
The midwife discusses about vitamin K administration. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 26-27 


A | Advanced directive M | Parenteral iron 
B | Blood sample at booking and 28 weeks N | Platelet compatible transfusion 
C | Blood sample at booking, 20-24 weeks O | Platelet transfusion aiming to maintain 
and 28 weeks levels above 50 x 10°/L 
D | CMV seronegative red blood cells and P | Recombinant factor VIIa (rF VIIa) 
platelets 
E | Cross-match 8 units of red blood cells Q | Recombinant human erythropoietin 
(rHuEPO) 
F | Cryoprecipitate — dose: two 5 unit pools RhD positive platelets 
G | Fibrinogen concentrate S | Tranexamic acid 
H | Fresh frozen plasma (FFP) 12-15 mL/kg Transfuse but information on blood 
transfusion should be provided 
retrospectively 
I | Intraoperative cell salvage transfusion U | Transfuse with uncross-matched ABO, 
RhD negative blood 
J | Irradiated blood V | Transfuse with uncross-matched ABO, 
RhD negative, Kell-negative blood 
K | Maternal full blood count at booking W | Vitamin C and oral iron 
L | Oral iron 


Instructions: The women described below who are in your unit require management of complica- 
tions arising either during pregnancy, intrapartum or postpartum. For each woman, choose from 
the above option list the single most appropriate management/treatment plan you will recommend. 
Each option may be chosen once, more than once or not at all. 


26. A primigravida is seen at 28 weeks of gestation with an uncomplicated pregnancy. A routine 
full blood count shows a haemoglobin count of 98 g/L with a picture consistent with iron defi- 


27, 


ciency anaemia. 


A 30-year-old G3P1 undergoes an elective caesarean section for placental praevia at 36 weeks 
of gestation. The anticipated blood loss is estimated to be more than 30% of her blood volume. 


Eight units of blood have been crossed-matched. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 28-30 


A | Allow the breech to descend to the J | Commence syntocinon 
perineum 
B | Amniotomy K | Elective lower segment caesarean section 
C | Assess fetal size and counsel for vaginal L | Emergency caesarean section for fetal 
delivery if less than 3500 g reasons 
D | Assess the position of fetal neck and legs | M | Emergency caesarean section for maternal 
and estimate weight using USS reasons 
E | Assisted breech delivery (without traction) | N | External cephalic version at 36 weeks 
F | Assisted breech delivery in the theatre O | External cephalic version at 37 weeks 
(without traction) 
G | Assisted breech delivery in the room P | External cephalic version at 38 weeks 
(without traction) 
H | Breech extraction Q | Internal podalic version and breech 
extraction 
I | Commence active pushing R | Internal podalic version and assisted 
breech delivery 


Instructions: For each of these women with a breech presentation, choose from the above option 
list the single most appropriate step to take in their management. Each option may be selected once, 
more than once or not at all. 


28. 


29. 


30. 
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A 30-year-old G2P1, who had a previous normal vaginal delivery of a 3.6 kg infant (after a 10h 
labour), presents in labour at 39 weeks of gestation. The pregnancy has been uncomplicated 
under midwifery supervision. She is examined and found to have a breech presentation. She is 
3 cm dilated. 

A 32-year-old G3P2 whose pregnancy was low risk and under midwifery care presents in 
labour (which started only 2 h before) at 39 weeks of gestation. She is examined and found 
to be 9 cm dilated with a frank breech presentation at the spines. Membranes are intact. Her 
previous two deliveries were uncomplicated vaginal deliveries at 40 and 39 weeks of 3.8 and 
3.75 kg babies, respectively. 

A 26-year-old primigravida presents in labour at 40 weeks of gestation. Throughout the preg- 
nancy, the fetal presentation has been documented as cephalic. On admission, she was 6 cm 
dilated with intact membranes and the head was found to be engaged. She now ruptures mem- 
branes spontaneously at 8 cm, and on vaginal examination, is found to be a complete breech 
presentation at the spines. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 31-33 


A | Absence of seizures J | Juvenile myoclonic epilepsy 

B | Addisonian crises K | Non-epileptic attack disorder 
(Psychogenic non-epileptic seizures or 
pseudoseizures) 

C | Aortic stenosis L | Posterior reversible leucoencephalopathy 

D | Cardiac arrhythmia M | Reversible cerebral vasoconstriction 
syndrome 

E | Carotid sinus sensitivity N | Syncopal attack associated with metabolic 
conditions, e.g. (O-Q) 

F | Cerebral venous sinus thrombosis O | Space-occupying lesion 

G | Focal seizures P | Status epilepticus 

H_ | Hypocalcaemia Q | Tonic-clonic seizures 

I | Hyponatraemia 


Instructions: Choose from the above option list the single most likely cause of the symptoms these 
pregnant patients present with. Each option may be chosen once, more than once or not all. 


31. 


32. 


33. 


A 19-year-old primigravida provides a history of having repeated generalized seizures that 
consist of brief blank spells associated with unresponsiveness, which are then followed by 
rapid recovery. She has been suffering from these as far back as she can remember, and the last 
attack was weeks ago. 

A 21-year-old woman attends with her mother to book for antenatal care at 11 weeks of gesta- 
tion and provides a history of seizures that are being managed by the GP. These are described 
as starting with stiffening followed by bilateral jerking and post-seizure state of confusion and 
sleepiness. Her mother says that she will suffer from a sudden loss of consciousness associated 
with an uncontrolled fall without warning. 

A 20-year-old woman attends to book for antenatal care at 10 weeks and reports suffering from 
variable symptoms that include from time-to-time muscle contractions followed by relaxation, 
usually only on one side of the body. Occasionally, she will experience unusual head or eye 
movements, numbness, tingling or a feeling that something is crawling underneath her skin. 
This is often accompanied by a racing heart rate. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 34-35 


A | Campylobacter L | Necrotizing fasciitis 

B | Chlamydophila psittaci M | Pelvic abscess/infected haematoma 

C | Clostridium difficile N | Pharyngitis — bacterial 

D | Deep vein thrombosis O | Pharyngitis — viral 

E | Endometritis P | Pneumococcal pneumonia 

F | Episiotomy site sepsis Q | PVL (Panton-Valentine Leucocidin) — 
associated staphylococcus pneumonia 

G | Intravenous site sepsis R | Q fever (Coxiella burnetii) 

H | Labial abscesses S | Salmonella typhi 

I | Listeria monocytogenes T | Staphylococcus aureus toxic shock 
syndrome 

J | Mastitis — bacteria (Staphylococcus U | Streptococcal (B-haemolytic Streptococcus 

aureus) Group A) toxic shock syndrome 
K | Morganella morganii 


Instructions: The women described below present with features of sepsis either in pregnancy, dur- 
ing labour or in the puerperium. For each woman, choose from the above option list the most likely 
type/cause of the sepsis. Each option may be chosen once, more than once or not at all. 


34. 


35. 
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A 28-year-old woman had a normal vaginal delivery of a full-term uncomplicated pregnancy 
in the midwifery unit and was discharged home within 6 h of delivery. It is now 5 days since 
her delivery and the midwife has referred her because of a temperature of 38.7°C, vomiting, 
diarrhoea, muscle pains, feeling very unwell and a generalized rash. She is examined and 
found to have a generalized macular rash, pyrexia, tachycardia and tachypnoea with a hyper- 
aemic conjunctiva and suffusion. Her chest is clear, but there is a generalized lower abdominal 
tenderness and the uterus measures about 16 weeks in size. The perineum is clean. 

A 25-year-old woman who had a normal vaginal delivery at 39 weeks of gestation of an uncom- 
plicated pregnancy is admitted with a fever of 38.8°C 3 days post-delivery. In addition, she 
complains of shedding of the skin over her palms and soles, nausea, vomiting and difficulties 
with breathing. When examined, she is found to be hypotensive (BP = 80-40 mmHg) and 
tachycardic (pulse = 120 bpm), with some bruising over the abdomen and thighs. A blood test 
shows a thrombocytopenia, and she showed impaired liver function test. The perineum is clean, 
and the uterus is mildly tender on palpation. There are no abnormal respiratory and cardiovas- 
cular signs. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER | 


Option list for questions 36-37 


A | Bakri balloon and then proceed to close Ensure availability of 4 units of cross- 
the uterus matched blood 

B | Call senior obstetrician and anaesthetist Initiate cell salvage and proceed 
before proceeding 

C | Call senior obstetrician and anaesthetist Leave placenta in situ and arrange an 
and ensure availability of blood products emergency hysterectomy 
before proceeding 

D | Cervical length measurement (TVS) Magnetic resonance imaging 

E | Close the abdomen and transfer to a Tocolysis with nifedipine and 
specialist unit corticosteroids 

F | Corticosteroids and deliver by CS at TVS scan around 36 weeks 
34+°_36+9 weeks 

G | Corticosteroids and rescan at Ultrasound scan including TVS at 
35+°-36+ weeks 32 weeks of gestation 

H | Corticosteroids and delivery by CS at Ultrasound scan including TVS at 
36+°-37+ weeks 34 weeks of gestation 

I | Delay CS until appropriate staff and Ultrasound scan including TVS at 
resources have been assembled and 36 weeks of gestation 
adequate blood products are available 

J | Elective CS at 34+°-35+° weeks of Uterine artery embolization 
gestation 

K | Elective CS at 35+°-36*° of gestation Uterine tamponade suture (e.g. B-lynch) 

L | Elective CS at 36+°-37+° weeks of Vertical skin and/or uterine incision 
gestation 

M | Elective CS at 37+°-38*° weeks of 
gestation 


Instructions: For each of the women described below, choose from the above option list the single 
most appropriate action to take in their management. Each option may be chosen once, more than 
once or not at all. 


36. 


37. 


A 30-year-old G3P2 attends for her routine anomaly ultrasound scan at 20 weeks of gestation. 
The placenta is described as covering the internal cervical os. The rest of the fetal anatomy is 
normal. She reports having some spotting early in pregnancy. 

A 32-year-old G2P1, who had a previous caesarean delivery, was found at the anomaly scan at 
20 weeks of gestation to have a low-lying placenta. This was lateral and about 10 mm from the 
internal cervical os. A follow-up ultrasound is performed at 32 weeks of gestation, and the pla- 
centa is described as persistently low-lying (15 mm from the internal cervical os). The woman 
has been asymptomatic thus far in this pregnancy. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 38—40 


A | Aspiration pneumonitis (Mendelson’s I_ | Placenta abruption 
syndrome) 

B | Dissecting aortic aneurysm rupture J | Pulmonary embolism 

C | Disseminated intravascular coagulation K | Splenic rupture 

D | Ectopic pregnancy L | Uterine atony 

E | Hepatic rupture M | Uterine inversion 

F | Hyperglycaemia N | Uterine rupture 

G | Hypoglycaemia M | Uterine inversion 

H | Myocardial infarction N | Uterine rupture 


Instructions: Each of the women described below presents with features of collapse either in preg- 
nancy, during delivery or postpartum. For each woman, choose from the above option list the single 
most likely cause of collapse. Each option may be chosen once, more than once or not at all. 


38. A 28-year-old woman presents with acute onset central chest pain, which is radiating to the 
back. She is 30 weeks pregnant and has been otherwise well. She describes the pain as excru- 
ciating and is found on examination to be tachycardic (pulse 120 bpm and collapsing). Her BP 
is 140/60 mmHg. A 7-lead ECG is attached and a blood sample was sent for cardiac enzyme 
analysis. 

39. A 28-year-old primigravida reports acute respiratory distress after having collapsed at home. 
She is 38 weeks pregnant and provides a history of lying on the couch watching TV and vomit- 
ing. She then became very breathless after and called 999. She is brought in on oxygen. Her 
pulse is 100 bpm, her BP is 150/80 mmHg and there are generalized rhonchi in her chest. 

40. A 30-year-old type II diabetic woman is admitted at 30 weeks of gestation having collapsed 
at home with chest discomfort, nausea and vomiting and difficulties with breathing. Shortly 
after the onset of symptoms, she began experiencing pain radiating to her arm, neck and jaw. 
She collapsed and her husband called the emergency service. She is on oxygen and has had 
blood sent for investigations. Her diabetes is well controlled by metformin, and her BP has 
been normal thus far. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 41-42 


A | Aciclovir to mother and baby and Intravenous aciclovir 
Varicella zoster immunoglobulin (VZIG) 
to baby alone 
B | Amniotic fluid for viral DNA Intravenous aciclovir and proceed with CS 
under epidural 
C | Defer amniocentesis for 7 days or until Intravenous aciclovir and proceed with CS 
rash has crusted under spinal anaesthesia 
D | Defer amniocentesis/chorionic villus Offer non-invasive prenatal testing (NIPT) 
sampling (CVS) until rash has crusted 
E | Defer delivery by 5 days Proceed but avoid vesicles 
F | Defer delivery by 7 days Refer to fetal medicine unit 5 weeks after 
infection 
G | Defer invasive procedure Refer to fetal medicine at 16-20 weeks 
(amniocentesis or CVS) for 48 h 
H | Elective lower segment caesarean section Refer to hospital for assessment and 
(ELLSCS) under epidural commence her on oral aciclovir 800 mg 
tds for 7 days 
ELLSCS under general anaesthesia VZIG to baby and aciclovir to mother 
J | ELLSCS under spinal VZIG to baby and mother 
K | Proceed with delivery 


Instructions: The women described below developed chickenpox either during pregnancy, labour 
or postpartum. For each woman, choose the most appropriate management from the above option 
list. Each option may be selected once, more than once or not at all. 


41. A 24-year-old Nursery nurse comes to the emergency unit at 21 weeks of gestation with a typi- 
cal chickenpox rash, which developed 2 days ago. She is very anxious, and when examined, 
she is found to have a chickenpox rash but no systemic symptoms. 


42. 


A 26-year-old woman has attended the clinic for a chorionic villus sampling on account of a 
raised NT. She is at 13 weeks of gestation. She reports developing a rash 24 h ago for which 


she was prescribed aciclovir by her GP. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 43-44 


A | Admit from 30-32 weeks of gestation Emergency caesarean section — category I: 
until delivery fetal 

B | Admit until delivery and administer Emergency caesarean section — category II: 
corticosteroids fetal 

C | Cervical cerclage Forceps delivery 

D | Cervical length measurement (TVS) from Rescan at 30 weeks 
28-30 weeks of gestation 

E | Corticosteroids and ELLCS at Rescan at 32 weeks 
32-34 weeks of gestation 

F | Corticosteroids and ELLCS at Rescan at 34 weeks 
34-36 weeks of gestation 

G | Corticosteroids and ELLCS at Ventouse delivery 
36-38 weeks of gestation 

H | Elective LSCS at 38-39 weeks 


Instructions: These women have been diagnosed or suspected to have vasa praevia. For each 
woman, choose from the above option list the single most appropriate step to take in their 


management. Each option may be chosen once, more than once or not at all. 


43. A 32-year-old G3P2, who had a previous placenta praevia, is found to have a low-lying placenta 
at 20 weeks of gestation. She is therefore brought back for another ultrasound scan at 32 weeks 


44, A 23-year-old primigravida who was diagnosed with vasa praevia at 22 weeks of gestation 
attended for a follow-up ultrasound scan at 32 weeks of gestation. A transvaginal ultrasound 
colour Doppler imaging is performed. This confirms vasa praevia type II, and the cervix is 
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of gestation. This time, the placenta is not low lying, but she has vasa praevia. 


also found to be 1.0 cm short. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 45-46 


A | Balloon tamponade M | Intravenous syntocinon 5 IU 

B | Carboprost (intramuscular) N | Intravenous syntocinon infusion 40 IU in 
500 isotonic crystalloid 

C | Carboprost (intramyometrial) O | Intravenous tranexamic acid 

D | Compression of the aorta P | Rub uterine fundus and make sure the 
bladder is empty 

E | Examination under anaesthesia Q | Sequential uterine devascularization and 
internal artery ligation 

F | Haemostatic brace (e.g. B-lynch) suture Sublingual misoprostol 

G | Hysterectomy S | Syntocinon infusion (40 IU in 500 isotonic 
crystalloid at a rate of 125 mL/h) 

HL | Intramuscular ergometrine T | Syntometrine (ergometrine-oxytocinon) 

I | Intramuscular syntocinon 5 IU U | Uterine artery embolization 

J | Intramuscular syntocinon 10 IU V | Vaginal misoprostol 

K | Intravenous carbetocin 

L | Intravenous ergometrine 


Instructions: The patients described below developed the complication of primary postpartum 
haemorrhage. For each patient, choose from the above option list the single most appropriate next 
step to take in the management of the haemorrhage. Each option may be chosen once, more than 
once or not at all. 


45. The woman is a 30-year-old multipara who has had a spontaneous vaginal delivery, and fol- 
lowing the delivery of the placenta, she started bleeding. She was given 10 IU of intramuscular 
oxytocin with the delivery of the anterior shoulder of the baby. The midwife says the placenta 


46. 


was complete. 


The woman had a forceps delivery and has been bleeding since delivery. She had an episiot- 
omy that has been repaired. The placenta was examined and found to be complete. The uterus 


appears to be well contracted. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER I 


Option list for questions 47-48 


A | Amniocentesis for karyotyping I_ | Middle cerebral artery Doppler 
B | Anomaly scan J | Non-invasive prenatal testing (NIPT) 
C | Biophysical profile assessment K | Serial ultrasound scan for growth from 


26-28 weeks of gestation 


D | Computerized cardiotocography L | Serial ultrasound scan for growth and 
umbilical artery Doppler from 
26-28 weeks of gestation 


E | Customized symphysis-fundal height M | Symphysis-fundal height measurement 
measurement 

F | Ductus venosus Doppler N | Uterine artery Doppler at 18—20 weeks 

G | Fetal kick chart O | Uterine artery Doppler at 20-24 weeks 

H | Infection screen (serology for CMV, P | Uterine artery Doppler at 20-22 weeks 
toxoplasmosis, etc.) and then at 24-26 weeks 


Instructions: For each of the following, patients choose from the above option list the single most 
appropriate investigation/intervention you will perform/institute on the woman. Each option may 
be chosen once, more than once or not at all. 


47. A 30-year-old woman books for antenatal care at 12 weeks of gestation. This is her first preg- 
nancy and she provides a history of smoking 15-20 cigarettes per day. Her BMI is 28 kg/m’. 
She has an NT scan and biochemistry testing and her risk for aneuploidy is low. At 18 weeks, 
she has an anomaly scan, which demonstrates echogenic bowel but no other abnormality. 

48. You have been asked to see a 20-year-old primigravida who attended for her detailed ultra- 
sound scan at 18 weeks gestation. No obvious structural abnormality is found, but the baby is 
symmetrically small (AC and EFW, 5th centile) and there is polyhydramnios. There are no risk 
factors for SGA in the patient. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER | 


Option list for questions 49-50 


A | Admit into the neonatal unit H | Full blood count for polycythaemia 


B | Admit into the neonatal unit and organize | I | Intravenous fluids 
an echocardiography 


C | Blood bilirubin J | Monitor blood glucose 2-4 h after birth 
D | Blood calcium K | MRI of the brain 

E | Blood magnesium levels L | Oxygen by face mask 

F | Echocardiography M | Tube feeding 

G 


Exchange blood transfusion 


Instructions: The following babies were born to women who had either pre-existing diabetes or 
gestational diabetes. For each baby, choose from the above option list the single most appropriate 
action you will take in the management of the baby. Each option may be selected once, more than 
once or not at all. 


49. The midwife on the postnatal unit has reported that a newborn baby of a mother who has type 
1 diabetes is feeding poorly and tends to have frequent episodes when he gets blue. These are 
commonly associated with breastfeeding. The paediatrician has examined the baby and noted 
the presence of a heart murmur. 

50. Two days after delivery, a 3.6 kg female infant of a diabetic mother who is in the postnatal ward 
develops severe jaundice requiring intense phototherapy. 


179 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


EMQ Obstetrics: Paper II 


Option list for questions 1-2 


A | ARM and oxytocinon (syntocinon) N | Oxytocinon (syntocinon) and re-examine 
in2h 
B | Emergency CS — category I: fetal O | Re-examine vaginally in 1 h 
C | Emergency CS — category I: maternal P | Re-examine vaginally in 2 h 
D | Emergency CS — category II: fetal Q | Re-examine vaginally in 4h 
E | Emergency CS — category II: maternal R | Rotational ventouse 
F | Emergency CS — category III: fetal S | Start pushing 
G | Emergency CS - category III: maternal T | Syntocinon and re-examine in 4 h 
H | Epidural and commence syntocinon U | Wrigley’s forceps delivery 
I | Fetal blood sampling to assess degree of 
urgency for delivery 
J | Manual rotation and ventouse delivery 
K | Neville-Barnes forceps delivery 
L | Non-rotational ventouse delivery 
M | Oxytocinon (syntocinon) 


Instructions: The women described below are in labour. For each woman, select from the above 
option list the single most appropriate action you will take in the management of the labour. Each 


option may be selected once, more than once or not at all. 


1. 
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You have been called to see a primipara in labour at 38 weeks of gestation who is fully dilated 
(contractions are described as good) with CTG that has a normal baseline of 145 bpm, a base- 
line variability of 5-10 bpm and variable decelerations of more than 60 bpm, lasting more 
than 60 s and present in over 50% of the contractions. You examine her, and the head is found 
to be 2/Sth palpable per abdomen and at the level of the spines vaginally with no caput but 


+moulding. 


You are reviewing a multiparous woman in labour at term on account of an abnormal CTG. 
She is fully dilated, and the vertex is at 0-1 in the occipito-posterior position. The CTG shows 


a baseline of 180 bpm, with late decelerations that have persisted over the last 30 min. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 3-5 


A | Administer oxygen by face mask M | Expedite delivery 

B | Amniotomy and start CTG N | Intermittent auscultation 

C | Administer sc. terbutaline 0.25 mg stat O | Make preparations for urgent birth 

D | Auscultation for at least 1 min after P | Offer oral fluids, encourage to mobilize 
contraction and then every 5 min and change position to left lateral 

E | Auscultation for at least 1 min after Q | Offer oral fluids and paracetamol and 
contraction and then every 15 min encourage to mobilize or adopt left lateral 

position 

F | Cardiotocography for at least 30 min R | Palpate and measure maternal pulse 
during the procedure and then with each 
10 mL or more bolus 

G | Check maternal pulse and if raised, offer S | Perform a fetal blood sampling to measure 
paracetamol pH or lactate 

H | Commence on continuous T | Repeat FBS in 30 min 
cardiotocography (CTG) 
Continue CTG and normal care U | Repeat FBS in 1h 

J | Continue with intermittent auscultation V | Stop syntocinon and administer sc. 
after contractions every 15 min terbutaline 0.25 mg stat 

K | Decide whether to continue labour or W | Turn to lateral position and encourage to 
expedite delivery considering clinical mobilize 
circumstances 

L | Discontinue CTG and return to 
intermittent auscultation 


Instructions: The following patients are in labour and either need fetal monitoring or review if 
already being monitored. For each patient, select from the above option list the single most appro- 
priate action you will take to either initiate monitoring or in response to the fetal heart rate pattern 
recorded. Each option may be selected once, more than once or not at all. 


35 


You have been called to the room because a primigravida in the late first stage has had a pro- 
longed deceleration for the past 5 min. The baseline has dropped from 138 to 95 bpm and has 
not recovered yet. 

A 31-year-old primigravida in spontaneous labour was subjected to CTG because of fetal heart 
rate abnormality on intermittent auscultation. The CTG has had a baseline of 185 bpm for the past 
50 min with no other non-reassuring features. Maternal temperature was checked and was found 
to be normal. She was also moved to the left lateral position, was given fluids and encouraged to 
mobilize, but the tachycardia has persisted. There are no accelerations and no decelerations. 

A 30-year-old woman who is being induced because of pre-eclampsia is now 7 cm dilated. 
She has an epidural, which is working well. The CTG has been showing variable decelerations 
(a drop in heart rate of over 60 bpm lasting for more than 60 s and for more than 50% of con- 
tractions) over the last 30 min. You decide to perform a fetal blood sampling, and the lactate 
level has been reported to be 4.4 mmol/L (or pH — 7.22). 
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EMQ QUESTIONS — EMQ OBSTETRICS 


Option list for questions 6-7 


: PAPER II 


A | Amniocentesis and cerclage L | Intramuscular progesterone and then 
cerclage 
B | Antibiotics and cerclage M | Magnesium sulphate 
C | Antibiotics and corticosteroids N | Nifedipine 
D | Atosiban O | Oral penicillin for 10 days 
E | Corticosteroids and atosiban P | Oral progesterone and then cerclage 
F | Corticosteroids and nifedipine Q | Prophylactic cervical cerclage 
G | Erythromycin for 7 days and R | Rescue cerclage 
corticosteroids 
H | Erythromycin for 10 days and S | Terbutaline sc. 
corticosteroids 
I_ | Induction of labour T | Termination of pregnancy 
J | Intramuscular penicillin for 10 days U | Vaginal progesterone 
K | Intramuscular progesterone V | Vaginal progesterone or prophylactic 
cervical cerclage 


Instructions: The following patients all present with symptoms of preterm labour. For each patient, 
choose from the above option list the single most appropriate treatment you will initiate. Each 


option may be selected once, more than once or not at all. 


6. 
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You have confirmed the diagnosis of P-PROM at 27+® weeks of gestation. The patient is 


not contracting and her CTG is normal. 


A patient is admitted at 22 weeks of gestation contracting. She is examined and found to have 
a slightly irritable uterus and a temperature of 37.6°C. Her urinalysis is negative. A speculum 


examination reveals bulging membranes through the cervix. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 8-10 


A | Administer protamine sulphate 


Recommence LMWH 4 h after removal of 
the epidural catheter 


B | Discontinue LMWH for 6 h prior to 
planned delivery 


Recommence LMWH 8-12 h after 
removal of the epidural catheter 


C | Discontinue LMWH for 12 h prior to 
planned delivery 


Recommence on prophylactic dose of 
LWMH 4-6 h after delivery 


D | Discontinue LMWH for 24 h prior to 
planned delivery 


Recommence on prophylactic dose of 
LWMH 8-12 h after delivery 


E | Monitor APTT 


Remove epidural catheter at least 6 h after 
the last dose of LMWH 


F | Omit next dose of LMWH 


G | Recommence LMWH 8-12 h after 
delivery 


Remove epidural catheter at least 12 h 
after the last dose of LMWH 


Instructions: Each of the women described below is on LWMH antenatally for VTE. For each 
woman, select from the above option list the single most appropriate recommendation you will make 
with regard to the management of the LMWH in labour or continuation after delivery. Each option 


may be chosen once, more than once or not at all. 


8. A 24-year-old primigravida who had a DVT at 28 weeks of gestation and is currently on a 
maintenance dose of LMWH is scheduled for induction of labour the following day for post- 


dates at 41+* weeks. 


9. A 24-year-old woman who had a DVT at 29 weeks of gestation and was placed on a thera- 
peutic dose of LMWH after the initial full anticoagulation phase was admitted for an elective 
caesarean section at 39 weeks for breech presentation under epidural analgesia. The CS was 


performed under spinal anaesthesia. 


10. A 26-year-old G3P2 (previous CSx2) who has been on a therapeutic dose of LMWH since the 
gestational age of 20 weeks is booked for an elective caesarean section at 39 weeks of gestation. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 11-12 


A | Measure CD4 count at baseline and then Liver function test 
monthly 
B | Measure CD4 count at baseline and once Liver function test and HIV resistance 
at delivery testing 
C | Measure CD4 count now (baseline) Liver function test monthly 
D | Commence on cART immediately No additional investigations 
(without delay) 
E | Discontinue cART for a short period Screen for genital tract infections 
F | HIV resistance testing Screen for genital tract infections 
including BV 
G | HIV viral load test now Screen for genital tract infection, liver 
function test and measure baseline CD4 
count 
H_| HIV viral load test now and every Screen for STI, HIV resistance and liver 
trimester function test 
HIV viral load test now and monthly 
J | HIV viral load test 2-4 weeks after 
commencing on ART and then once every 
trimester 
K | HIV viral load test 2-4 weeks after 
commencing on ART and then once every 
trimester and then at 36 weeks 
L | HIV viral load test 2-4 weeks after 
commencing on ART and then once every 
trimester, at 36 weeks and at delivery 


Instructions: The women described below have booked for antenatal care and have been offered 
routine investigations including HIV testing. For each woman, choose from the above option list 
the single most appropriate next step in their management. Each option may be chosen once, more 
than once or not at all. 


11. The woman is a 30-year-old G1P0 who is now 13 weeks pregnant. She booked last week and 
her HIV screening test has returned positive. She has been counselled about the result and 
would like to consider starting on cART at 14 weeks of gestation. 

12. The woman is now 16 weeks having commenced on cART last week. Her liver function tests 
were all normal. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 13-15 


A | Allow progress of labour and anticipate K | Corticosteroids and IOL 
vaginal delivery 

B | Antibiotic prophylaxis for Group B L | Elective lower segment CS at 
streptococcus and consider a CS 38-39 weeks 

C | Antibiotics for Group B, corticosteroids M | External cephalic version (ECV) 
and IOL 

D | Antibiotic prophylaxis for Group B N | Immediate lower segment CS 
Streptococcus, corticosteroids and 
consider CS 

E | Antibiotic prophylaxis for Group B O | Immediate induction of labour 
streptococcus, corticosteroids and convene 
MDT to discuss mode and time of delivery 

F | Antibiotic prophylaxis for Group B P | Induction of labour at 36-37 week 
streptococcus, corticosteroids and convene 
MDT to discuss time of delivery 

G | Antibiotic prophylaxis for Group B Q | Intravenous nevirapine 
Streptococcus and induction of labour 

H | Antibiotic prophylaxis for Group B R | Intravenous zidovudine and immediate CS 
Streptococcus, corticosteroids and monitor 
until 34 weeks 
Consider a planned lower segment CS S | Vaginal birth after CS (VBAC) 

J | Consider immediate lower segment CS 


Instructions: These women described below are HIV positive at various stages in pregnancy. 
For each woman, select from the above option list the single most applicable next step in their man- 
agement. Each option may be chosen once, more than once or not at all. 


13. 


14. 


15. 


A 30-year-old HIV-positive G1PO presents at 37 weeks of gestation with rupture of fetal mem- 
branes. She started cART at 27 weeks of gestation, and there have been concerns about compli- 
ance. Her last viral load at 36 weeks was 80 HIV RNA copies/mL. 

A 28-year-old woman presents at 37 weeks of gestation with prolonged rupture of fetal mem- 
branes. The membranes ruptured 14 h ago, and she waited as she really wants to deliver vagi- 
nally despite having been advised against that as her viral load at 36 weeks was 2000 HIV 
RNA copies/mL. She is contracting infrequently and the cervix is 3 cm dilated. 

A primigravida is admitted with spontaneous rupture of fetal membranes at 36 weeks of gesta- 
tion. The baby is cephalic, and the head is engaged but the cervix is closed. She was diagnosed 
HIV positive at 12 weeks of gestation but was reluctant to start CART until 30 weeks. Her last 
plasma viral load 4 weeks after commencing cART was 12000 HIV RNA copies/mL. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 16-18 


A |sFGRI F | TTTS Stage I 
B | sFGR2 G | TTTS Stage II 
C |sFGR3 H | TTTS Stage IV 
D | TAPS I | TTTS Stage V 
E | TTTS Stage I J | TRAP sequence 


Instructions: Below are descriptions of patients with monochorionic twin pregnancies. For each 
woman, choose from the above option list the single most appropriate complication of monochori- 
onic twin pregnancy. Each option may be chosen once, more than once or not at all. 


16. 


17. 


18. 
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A 27-year-old primigravida is being followed up with regular ultrasound scans as part monitor- 
ing of monochorionic diamniotic twin pregnancy. She is now at 26 weeks gestation and at the 
latest ultrasound scan performed today the EFW discordance is 25% with positive velocities in 
both umbilical artery Doppler assessments. 

An ultrasound scan has been performed on a 24-year-old with a monochorionic diamniotic 
twin pregnancy at 20 weeks of gestation. The EFW discordance is 15%. The single deep- 
est vertical pool (SDVP) of liquor in the smaller twin is 1.5 cm and that in the larger twin is 
8.5 cm. The bladders of both twins are seen and the middle cerebral artery (MCA) Doppler 
results of both babies are also normal. 

A follow-up ultrasound scan of monochorionic twins at 24 weeks of gestation showed discor- 
dant growth, oligohydramnios and polyhydramnios sequence and abnormal umbilical artery 
Doppler velocities in both twins as well as reversed flow velocities in the ductus venosus 
Doppler of the recipient twin. Furthermore, there is presence of ascites and pleural effusion 
and scalp oedema in the recipient. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 19-20 


A | Administer corticosteroids and await onset Elective CS at 34+ weeks of gestation 
of vaginal delivery from 32+° weeks 
B | Administer corticosteroids and await onset Elective CS at 36+° weeks of gestation 
of vaginal delivery from 34+° weeks 
C | Administer corticosteroids and await onset Elective CS at 36+°-37+° weeks of 
of vaginal delivery from 36+° weeks gestation 
D | Administer corticosteroids and deliver Induction of labour at 36+°-37+> weeks of 
gestation 
E | Administer corticosteroids and deliver at Induction of labour at 37*°-38*° weeks of 
34+°_36+° weeks of gestation gestation 
F | Administer corticosteroids and deliver by Selective feticide and continuation of 
CS pregnancy until 32+? 
G | Admit for bed rest Induction of labour now 
H | Await onset of vaginal delivery from Selective feticide and continuation of 
37*° weeks pregnancy until 34*° weeks 
I | Delivery at 32+°-34+° weeks after steroids Selective feticide and continuation of 
pregnancy until 34+°-36*° weeks 
J | Delivery at 34+°-36*° weeks of gestation Selective feticide and induction of labour 
K | Delivery by caesarean section at 32+°-34+° 
weeks after corticosteroids 


Instructions: The patients described below have all been diagnosed with monochorionic twin 
pregnancies and are being monitored with serial ultrasound scan. For each patient, choose from the 
above option list the most appropriate management option. Each option may be chosen once, more 
than once or not at all. 


19. The patient is a 20-year-old primigravida with MC/MA twins conceived spontaneously. She is 
now at 32 weeks of gestation, and these twins have thus far been uncomplicated. 


20. 


The woman is a 34-year-old G3P2 (previous normal cephalic vaginal delivery followed by an 
assisted breech delivery — all at term) with spontaneously conceived monochorionic diamniotic 
twins, who have been monitored by serial ultrasound scan and these twins have thus far been 
uncomplicated as of 34 weeks of gestation. Both twins are breech. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 21-22 


A_ | Desmopressin (DDAVP) Oral vitamin K 

B | Factor VIII and IX concentrate L | Plasma-derived concentrate factor VIII 
and IX 

C | Fibrinogen concentrate M | Platelet transfusion 

D | Fresh frozen plasma (FFP) N | Recombinant factor VIII 

E | Hepatitis A and B vaccination O | Recombinant factor IX 

F | Intramuscular morphine P | Recombinant factor IX and IV 

G | Intramuscular vitamin K Q | Tranexamic acid 

H | Low-molecular-weight heparin R | Tranexamic acid and factor VIII 

I | Neuraxial anaesthesia S | VWE concentrate 

J | NSAIDs 


Instructions: The women described below are all carriers of an inherited bleeding disorder in 
pregnancy. For each woman, choose from the above option list the single most appropriate inter- 
vention you will initiate in their management. Each option may be chosen once, more than once or 


not at all. 


21. A 27-year-old carrier of haemophilia A at 26 weeks of gestation was given desmopressin 
(DDAVP) because her factor VIII levels were 0.35 IU/mL. These have been rechecked after 
1 week and the levels are now 0.4 IU/mL. 

22. A 20-year-old haemophilia B carrier has been diagnosed with a missed miscarriage and elects 
to have an evacuation of retained products of conception (ERPC). Her factor IX levels are 
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0.4 p/mL. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 23-25 


A | Amniotomy Fetal blood sampling 


Breech extraction Fetal scalp electrode 


Commence syntocinon Induction of labour 


Elective CS as soon as possible Oxygen by face mask 


Reassess in 4h 


Rehydrate 


Elective CS at 38 weeks of gestation 


Elective CS at 39 weeks of gestation 


QPS a ojala 
Z/S|C)Alo)a/ ez 


Emergency CS Start active pushing 


Instructions: The women described below with a breech presentation are either in late pregnancy 
or in labour. For each woman, select from the above option list the single most appropriate next step 
in their management. Each option may be chosen once, more than once or not at all. 


23. A primigravida went into labour at term with a breech presentation. Antenatal assessment had 
confirmed that all the conditions necessary for a satisfactory breech delivery were fulfilled. 
She is given an epidural, and labour progresses to full dilation with the breech at the spines. 
After 2 h in the passive second stage, the breech is still at the spines. 

24. A primigravida is in labour with a breech presentation and says that she really wishes to have a 
vaginal delivery. She has been fully assessed antenatally and offered a trial of a vaginal breech 
delivery. The estimated fetal weight is 3.2 kg. Labour progresses to 6 cm dilation but then only 
dilates 1 cm for the next 4 h. She is contracting 2-3 times in 10 min. 

25. A primigravida in labour with a breech presentation is contracting at a rate of 3—4 in 10 min. 
She was 5 cm dilated on admission with a normal and reactive CTG. Four hours later, she is 
examined and found to be 7 cm dilated. The CTG is reactive. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 26-28 


A | Amniotic fluid embolism H | Ruptured aneurysms 

B | Drug toxicity I_ | Ruptured arterio-venous malformation 
C | Eclampsia J | Suicide attempt 

D | Epilepsy K | Supine hypotension syndrome 

E | Intracranial haemorrhage L | Tamponade (cardiac) 

F | Myocardial infarction M | Tension pneumothorax 

G | Pulmonary embolism N | Trauma 


Instructions: The patients described below present with various clinical features. For each woman, 
select from the above option list the most likely diagnosis associated with the clinical features. Each 
option may be chosen, once more than once or not at all. 


26. 


27. 


28. 
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A 30-year-old multiparous woman goes into spontaneous labour at term following an uncom- 
plicated pregnancy. Labour progresses very quickly and she delivers 1 h after rupture of fetal 
membranes. Twenty minutes after delivery, she becomes acutely hypotensive and hypoxic. 
A few minutes later, she develops seizures and suffers a cardiac arrest. 

A 30-year-old multiparous woman goes into spontaneous labour at 40 weeks of gestation. An 
epidural is cited for pain relief and labour progresses shortly to full dilatation. She starts to 
push after 1 h in the second stage. Forty-five minutes after pushing, she delivers. Shortly after 
delivery, she collapses and is found to be tachycardiac, hypotensive with left tracheal deviation 
and reduced air entry on the right side. 

A 33-year-old primigravida is admitted at 38 weeks of gestation with a complaint of severe 
headache. She describes the headache as so severe and one she has never experienced before. 
Her pregnancy has been uncomplicated. Her BP is 150/80 mmHg. Shortly after admission, she 
complains of neck stiffness followed by respiratory arrest. She has been intubated and trans- 
ferred to the intensive care unit. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 29-30 


A | Bakri balloon and then proceed to close Magnetic resonance imaging 
the uterus 
B | Call senior obstetrician and anaesthetist Proceed to deliver the baby by a classical 
and ensure availability of blood products CS and proceed to a hysterectomy 
before continuing 
C | Close the abdomen and transfer to a Proceed to make a vertical uterine 
specialist unit incision, deliver baby and then proceed to 
a hysterectomy with bladder wall resection 
D | Corticosteroids and deliver by CS at Regular review, USS examination and 
34+9_36+9 weeks access to emergency care 
E | Corticosteroids and delivery by CS at Tocolysis with nifedipine and 
36+°-37+9 weeks corticosteroids 
F | Corticosteroids and rescan at TVS scan around 36 weeks 
35+9_36+9 weeks 
G | Delay CS until appropriate staff and Uterine artery embolization 
resources have been assembled and 
adequate blood products are available 
H | Initiate cell salvage and proceed Uterine tamponade suture (e.g. B-lynch) 
I | Leave placenta in situ and arrange and Vertical skin and/or uterine incision 
emergency hysterectomy 
J | Leave placenta in situ and offer regular 
review, USS examination and access to 
emergency care 


Instructions: For each of the women described below, choose from the above option list the single 
most appropriate action to take in their management. Each option may be chosen once, more than 
once or not at all. 


29. You and your consultant have taken a 30-year-old G2P1, for a caesarean section on account of 
fetal distress at 36 weeks of gestation and fear of uterine rupture (note that her first baby was 
delivered by an emergency CS). On opening of the abdomen, there is placenta percreta. 

30. ACS was performed on a 30-year-old G2P1 and the placenta was found to be morbidly adher- 
ent. This was left in situ because of the risk of severe life-threatening haemorrhage. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for question 31 


A | All-fours G | Lloyd-Davies 

B | Avoid traction H | Semi-recumbent 
C | Dorsal supine I | Squatting 

D | Knee-chest J | Traction 

E | Left lateral K | Upright 

F | Lithotomy 


Instructions: For each of these women described below, choose from the option list the single best 
position to recommend for the delivery of the breech presenting baby. Each option may be chosen 
once, more than once or not at all. 


31. A multiparous woman in labour with a breech presentation is fully dilated and following 1 hin 
the passive stage is now ready to start pushing as the breech is on the perineum. You are about 
to position her to facilitate the manoeuvres that may be required for delivery. 
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Option list for questions 32-33 


A | CMV seronegative red blood cells and L | Oral iron 
platelets 

B | Cryoprecipitate at a dose of two 5-unit M | Parenteral iron 
pools 

C | Fibrinogen concentrate N | Platelet compatible transfusion 

D | Fresh frozen plasma (FFP) at a dose of O | Platelet transfusion aiming to maintain 
12-15 mL/kg levels above 50 x 10°/L 

E | Fresh frozen plasma (FFP) at a dose of P | Recombinant factor VIIa (rF VIIa) 
15-20 mL/kg 

F | Intraoperative cell salvage transfusion Q | Recombinant human erythropoietin 

(rHuEPO) 

G | Irradiated blood RhD positive platelets 

H | Maternal blood for estimation of feto- S | Tranexamic acid 
maternal haemorrhage 30-40 min after 
re-infusion with salvaged cells 

I | Maternal blood for estimation of feto- T | Transfuse with uncross-matched ABO, 
maternal haemorrhage 40-60 min after RhD negative blood 
re-infusion with salvaged cells 

J | Maternal blood for estimation of feto- U | Transfuse with uncross-matched ABO, 
maternal haemorrhage 60-90 min after RhD negative, Kell-negative blood 
re-infusion with salvaged cells 

K | Maternal FBC at booking V | Vitamin C and oral iron 


Instructions: The women described below who are in your unit require management of complica- 
tions arising either during pregnancy, intrapartum or postpartum. For each woman, choose from 
the above option list the single most appropriate management/treatment plan you will recommend. 
Each option may be chosen once, more than once or not at all. 


32. Intra-operative cell salvage has been used for a RhD negative mother who has undergone an 
emergency CS in the second stage because of severe haemorrhage. She has been given 1500 IU 
of anti-D immunoglobulin after re-infusion with salvaged cells. The rhesus status/blood group 


33. 


of the cord blood is unknown. 


A multiparous woman had a normal vaginal delivery and started bleeding heavily. She has 
lost in total 4 L of blood and the massive obstetric haemorrhage protocol has been activated. 


She has been transfused with 6 units of red cells. 
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Option list for questions 34-36 


Instructions: For each of the women described below in the second stage of labour, choose from 
the above option list the single best method to deliver the baby. Each option may be chosen once, 


more than once or not at all. 


34. The woman is a primigravida who is 33*° weeks pregnant. She went into labour spontaneously 
and progressed to full dilatation. The head which is in the occipito-anterior position is at the 
level of the ischial spines. You are informed that there are broad late decelerations that have 


35. 


36. 
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A |Emergency CS category | G | Neville-Barnes forceps delivery 

B | Emergency CS category 2 H | Rotational ventouse delivery 

C | Fetal blood sampling I | Ventouse delivery with a silastic cup 
D | Kielland’s (Kjelland’s) forceps J | Ventouse delivery with metal cup 

E | Manual rotation and forceps delivery K | Wrigley’s forceps delivery 

F | Manual rotation and ventouse delivery 


persisted for the last 30 min. The vertex is now at 0 + 2. 


The woman is a G2P0 with suspected alloimmune thrombocytopenia. She has been fully 
dilated for the last 3 h and the fetal vert and the fetal vertex after 1 h of pushing is at 0 + 1 in 


the occipito-anterior position. 


The woman is a primigravida who went into spontaneous labour at 40 weeks of gestation. 
Labour progressed to full dilatation 6 h after admission. An epidural was sited at 6 cm dilata- 
tion. She has been fully dilated for 2.5 h and started active pushing 30 min ago. There have 
been late fetal heart rate decelerations for the last 20 min. The head is at the spines in the 


occipito-anterior position. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 37-38 


A | Avoid breastfeeding H | Review medication within 7 days 
B | Breastfeed and continue medication I | Review medication within 10 days 
C | Breastfeed and discontinue medication J | Review medication within 14 days 
D | Change medication and breastfeed K | Review medication within 21 days 
E | Check serum levels of anti-epileptic drugs | L | Stop medication 
(AEDs) 
F | Post-delivery monitoring M | Taper AED dose in the first 10 days 
Reduce the dose of medication N | Urgent review 


Instructions: For each of these women described below with epilepsy (WWE) in pregnancy and or 
their baby, choose from the above option list the single best management to offer either the mother 
or the baby. Each option may be selected once, more than once or not at all. 


37. A 21-year-old woman who suffers from tonic-clonic seizures has just had a normal vaginal 
delivery. During pregnancy, her AED dose was increased to achieve effective seizure control. 
She is breastfeeding and will like to go home 48 h after delivery. 

38. A mother who is on lamotrigine delivers vaginally at 41 weeks of gestation. She is concerned 
about the effect of her medication on cognitive outcome for her baby. 
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Option list for questions 39-40 


A | Aciclovir to mother and baby as well as Intravenous aciclovir 
VZIG to baby alone 
B | Amniotic fluid for viral DNA Intravenous aciclovir and proceed with CS 
under epidural 
C | Defer amniocentesis for 7 days or until Intravenous aciclovir and proceed with CS 
rash has crusted under spinal 
D | Defer amniocentesis/CVS until rash has Offer NIPT 
crusted 
E | Defer delivery by 5 days Proceed but avoid vesicles 
F | Defer delivery by 7 days Refer to fetal medicine unit 5 weeks after 
infection 
G | Defer invasive procedure (amniocentesis/ Refer to fetal medicine at 16-20 weeks 
CVS) for 48 h 
H | ELLSCS under epidural Refer to hospital for assessment and oral 
aciclovir 800 mg tds for 7 days 
ELLSCS under GA VZIG to baby and aciclovir to mother 
J | ELLSCS under spinal VZIG to baby and mother 
K | Proceed with delivery 


Instructions: The women described below developed chickenpox either during pregnancy, labour 
or postpartum. For each woman, choose the most appropriate management from the above option 
list. Each option may be selected once, more than once or not at all. 


39. A 37-year-old primigravida is seen by her GP with chickenpox. She developed the rash 18 h 
ago. Of note is the fact that she smokes 20-30 cigarettes per day and has been coughing 
throughout the pregnancy. She is currently at 22 weeks of gestation. When examined, there are 
no signs of chest infection and no other systemic symptoms. 


40. A 25-year-old primigravida who suffers from gestational diabetes has been booked for induc- 
tion of labour at 39 weeks of gestation. Her diabetes is well controlled on diet alone. She is 
seen by the midwife today at 38*+° weeks with a rash (which developed 48 h ago) that is typical 
of chickenpox. She was seen by her GP and referred to the hospital for review. 
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Option list for questions 41-42 


A | Computerized cardiotocography Serial ultrasound biometry every 21 days 
B | Customized symphysis-fundal height J | Serial ultrasound biometry and umbilical 
measurement artery Doppler every 10 days 
C | Daily cardiotocography K | Serial ultrasound biometry and umbilical 
artery Doppler every 14 days 
D | Daily umbilical artery Doppler L | Serial ultrasound biometry and umbilical 
artery Doppler every 21 days 
E | Fortnightly (every 14 days) umbilical M | Symphysis-fundal height measurement 
artery Doppler 
F | Quantify amniotic fluid index N | Twice weekly umbilical artery Doppler 
G | Serial ultrasound biometry every 10 days | O | Weekly biophysical profilometry 
H | Serial ultrasound biometry every 14 days | P | Weekly umbilical artery Doppler 


Instructions: Each of the patients described below either has a small for gestational-age fetus or 
is being monitoring for SGA. For each patient, select the most appropriate monitoring test you will 
recommend. Each option may be chosen once more than once or not at all. 


41. 


42. 


A 32-year-old woman comes to the antenatal clinic at 32 weeks of gestation having been 
referred by the midwife with suspected SGA. She has an ultrasound scan, which confirms the 
diagnosis and reports normal liquor volume. Umbilical artery Doppler is normal. 

A woman booked for antenatal care at 11 weeks of gestation and was assessed to be at high 
risk for SGA. Serial ultrasound scans were therefore arranged with the first one planned for 
26 weeks. She has had this scan and it shows a normally grown baby with normal liquor vol- 
ume and umbilical artery Doppler indices. 
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Option list for questions 43-44 


A | Bimanual compression of the aorta Intravenous ergometrine 


B | Balloon tamponade Intravenous syntocinon 5 IU 


Zlzie 


C | Carboprost (intramyometrial) 250 ug Intravenous syntocinon 10 IU 


every 15 min 


D | Carboprost (intramuscular) 250 [ig every | O | Intravenous tranexamic acid 


15 min 
E | Examination under anaesthesia P | Rub uterine fundus and make sure bladder 
is empty 
F | Haemostatic suture Q | Sequential devascularization and internal 
iliac artery ligation 
G | Hysterectomy R | Syntocinon infusion (40 IU in 500 isotonic 


crystalloid at a rate of 125 mL/h) 


Intramuscular ergometrine Syntometrine (ergometrine-syntocinon) 


Intramuscular syntocinon 5 IU Sublingual misoprostol 


Intramuscular syntocinon 10 IU Uterine artery embolization 


Ala|| =z 
<\|CG)Alm 


Intravenous carbetocin 


Vaginal misoprostol 


Instructions: These patients developed the complication of primary postpartum haemorrhage. 
For each patient, choose from the above option list the single most appropriate next step to take in 
the management of the haemorrhage. Each option may be chosen once, more than once or not at all. 


43. The woman, a G3P2, had an elective CS for placenta praevia and following the removal of the 
placenta, started bleeding profusely from its bed. The various bleeders have been overrun with 
sutures but she continues to bleed. She has been transfused with 6 units of blood and FFP is 
now being infused. Her BP has dropped and she is now tachycardiac. 

44. The woman is a 40-year-old G3P2 who had a ventouse delivery at 39 weeks of gestation for 
delayed second stage of the second twin. She is on a syntocinon drip running at the rate of 
125 mL/h. 
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Option list for questions 45—47 


A | Admit into level 1 care M | Consider referral to a nephrologist 

B | Admit into level 2 care N | Delay optimizing glucose levels until 
retinopathy is controlled/treated 

C | Admit onto the ward O | Ensure availability of a fast-acting form of 
glucose (e.g. dextrose tablets or glucose- 
containing drinks) 

D | Advice against pregnancy C | Increase frequency of self-monitoring of 
blood glucose to include fasting and a 
mixture of pre-meal and post-meal levels 

E | Commence insulin infusion on the ward Q | Increase frequency of self-monitoring of 
blood glucose to include fasting and 
post-meal levels 

F | Commence on Aspirin and folic acid 5 mg | R | Measure HbAIc and offer renal 

daily assessment 

G | Commence on Aspirin from 12 weeks S | Measure HbAtIc and offer retinal 

until delivery assessment 

H | Commence on contraception and refer to T | Measure HbA Ic and offer retinal and 

nephrologist renal assessment 

I | Commence on folic acid 400 wg daily U | Measure HbA Ic at the time of diagnosis 

until 12 weeks 
J | Commence on Folic acid 5 mg daily until | V | Monthly HbAIc 
12 weeks 

K | Commence on folic acid 5 mg, Aspirin W | Offer a meter for self-monitoring of blood 
75 mg and vitamin D 10 ug daily from glucose 
now until delivery 

L | Consider measuring the HbA Ic in the X | Optimize glucose control 


second and third trimesters 


Instructions: For each of the women described below seen in the pre-pregnancy clinic, select from 
the above option list the single most important advice you will give them with regards to planning 
or preparing for pregnancy. Each option may be selected once, more than once or not at all. 


45. 


A 35-year-old diabetic woman has been seen in the preconception clinic for counselling. Her 
BhAIc is reported to be 9.5%. She is referred for retinal and renal assessments and these are 
reported as normal. Her BMI is 30 kg/m?. You recommend that she loses weight according to 
NICE guidelines. What form of assessment should she be offered before she leaves the clinic 
assuming that she is not ready for pregnancy? She currently self-monitors her blood glucose 
levels by taking fasting and post-prandial samples. 
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46. 


47. 
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A 26-year-old diabetic woman attends for pre-pregnancy counselling. An HbAIc has been per- 
formed and she has been referred for diabetic retinopathy and nephropathy assessment. She returns 
for follow-up to discuss these results. The HbAIc is reported as above 86 mmol/mol (10.0%). 
She is currently on the combined oral contraceptive pill. 

A 39-year-old diabetic woman who is not on any contraception attended the preconcep- 
tion clinic last week. She was assessed and bloods collected for a renal assessment. Her 
albumin:creatinine ratio has been reported as 36 mg/mmol. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER II 


Option list for questions 48—49 


A 


Admit onto level 1 care (antenatal ward) 
and commence on oral labetalol 


Monitor BP at least 4 times a day 


B 


Admit onto level 2 care (labour ward) and 
commence on oral labetalol 


Monitor BP more than four times a day 


Admit onto level 2 care (labour ward), 
commence on intravenous labetalol and 
monitor BP more than 4 times daily 


Monitor BP weekly 


Admit onto level 2 care (labour ward), 
commence on oral labetalol and monitor 
BP more than 4 times daily 


Monitor BP twice a week 


Admit onto level 3 care (high dependency 
unit) and commence on oral nifedipine 
and monitor BP more than 4 times daily 


Monitor BP daily 


Admit onto level 3 care (high dependency 
unit), commence on intravenous labetalol 
and monitor BP more than 4 times daily 


Monitor BP hourly 


G 


Monitor BP twice a day 


O 


Monitor BP continuously 


H 


Monitor BP every quarter of an hour 


P 


Monitor BP 4 hourly 


Instructions: The following patients have pregnancies complicated by either gestational hyperten- 
sion or pre-eclampsia. For each patient, select the single most appropriate plan for her management 
or monitoring. Each option maybe selected once, more than once or not at all. 


48. A 19-year-old woman has been referred to the Maternity Triage by the community midwife 
at 28 weeks of gestation with a BP of 170/120 mmHg, +++ proteinuria and headaches. You 
examine and find that her reflexes are normal and that apart from mild headaches she does 
not have any other symptoms. You have taken blood samples for electrolyte analysis, a full 
blood count, and a renal and liver function test. A PCR is 140 mg/mmol. 


49. 


A 41-year-old woman with severe pre-eclampsia is admitted for induction of labour at 36 weeks 
of gestation. She was well until last week when she suddenly developed headaches and swollen 
feet. She was admitted for control of her BP, which was 170/115 mmHg. She also had a PCR 
of 210 mg/mmol and an ultrasound scan of the fetus had shown small for gestational age with 
normal umbilical artery and middle cerebral artery Doppler. She has had two previous normal 
vaginal deliveries. Her BP today is 150/105 mmHg. 
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Option list for question 50 


A | Amniocentesis N | Pre-implantation genetic diagnosis 
B | Annual liver and renal function test O | Pulmonary angiography 
C | Annual swine flu and influenza vaccine P | Pulmonary blood pressure measurement 
D | Annual review by sickle cell specialist Q | Red cell antibodies 
service 
E | Chorionic villus sampling R | Renal and liver function test 
F | Conjugated meningococcal C vaccine S | Retinal screening 
G | Echocardiography T | Serum ferritin 
H | Fetal blood in maternal circulation U | Screen for end organ damage 
I | Free fetal DNA in maternal circulation V | Screen for haemoglobinopathies 
J | Genotype of partner W | T* cardiac magnetic resonance imaging 
K | Haemophilus influenza type b vaccine X | Urinalysis at each consultation 
L | Hepatitis B vaccine Y | Urinalysis at each consultation and 
monthly MSU for culture 
M | Pneumococcal vaccine (Pheumovax 
Sanofi Pasteur MSD) 


Instructions: The woman described below with sickle cell disease are either attending for pre- 
conception counselling or attending the antenatal clinic for follow-up. For this woman, choose from 
the above option list the single most useful investigation you will offer her or her partner. Each 


option may be selected once, more than once or not all. 


50. A 30-year-old woman with SCD last saw a specialist 2 years ago as she has been out of the 
country. She wishes to become pregnant and has therefore been referred to the preconception 
service of the hospital. She has been seen and examined, and since she has not had a screen- 
ing for pulmonary hypertension, a decision is taken to arrange one. 
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EMQ Obstetrics: Paper III 


Option list for questions 1-2 


A | ARM and syntocinon L | Fetal blood sampling to assess degree of 
urgency for delivery 

B | Continue pushing for 30 min M |Neville-Barnes forceps delivery 

C | Continue pushing for 1 h N | Re-examine in 1 h 

D | Continue pushing for 2 h O | Re-examine in 2h 

E | Emergency CS — category: I fetal P | Re-examine in 4h 

F | Emergency CS — category I: maternal Q | Rotational ventouse delivery 

G | Emergency CS category II: fetal R | Start pushing 

H | Emergency CS category I: maternal S | Syntocinon 

I | Emergency CS category II: fetal T | Syntocinon and re-examine in 2 h 

J | Emergency CS category II: maternal U | Syntocinon and re-examine in 4h 

K | Epidural and commence syntocinon V | Wrigley forceps delivery 


Instructions: The women described below are in labour. For each woman, select from the above 
option list the single most appropriate action you will take in the management of their labour. Each 
option may be selected once, more than once or not at all. 


1. A 26-year-old multipara has been actively pushing for the past 1 h. The head of the baby is at 
0+3 and 0/5 palpable per abdomen. The fetal heart rate is normal. 


2. A 30-year-old primigravida whose pregnancy is uncomplicated went into spontaneous labour 
last night. She progressed to full dilatation and after 2 h in the passive second stage was 
encouraged to start pushing. She has now been pushing for 1.5 h and the vertex which is in the 


occipito-transverse position is at 0+1. 
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Option list for questions 3-5 


A | Administer oxygen by face mask M | Expedite delivery 

B | Amniotomy and start CTG N | Intermittent auscultation 

C | Administer sc. terbutaline 0.25 mg stat O | Make preparations for urgent birth 

D | Auscultation for at least 1 min after P | Offer oral fluids, encourage to mobilize 
contraction and then every 5 min and change position to left lateral 

E | Auscultation for at least 1 min after Q | Offer oral fluids and paracetamol and 
contraction and then every 15 min encourage to mobilize or adopt left lateral 

position 


F | Cardiotocograph for at least 30 min during | R_ | Palpate and measure maternal pulse 
the procedure and then with each 10 mL 
or more bolus 


G | Check maternal pulse and if raised, offer S | Perform a fetal blood sampling to measure 
paracetamol pH or lactate 

H._ | Commence on continuous T | Reassess clinical picture and plan 
Cardiotocography (CTG) management 
Continue CTG and normal care U | Repeat FBS in 30 min 

J | Continue with intermittent auscultation V | Repeat FBS in 1h 


after contractions every 15 min 


K | Decide on whether to continue labour or W | Stop oxytocin and administer sc. 


expedite delivery considering clinical terbutaline 0.25 mg stat 
circumstances 

L | Discontinue CTG and return to X | Turn to lateral position and encourage to 
intermittent auscultation mobilize 


Instructions: The patients described below are in labour and either need fetal monitoring or review 
if already being monitored. For each patient select from the above option list the single most appro- 
priate action you will take to either initiate monitoring or in response to the fetal heart rate pattern 
recorded. Each option may be selected once, more than once or not at all. 


3. You have been called to see a 24-year-old woman in labour at 6 cm dilatation with a CTG that 
shows a baseline of 170 bpm with reduced baseline variability. This was an uncomplicated 
pregnancy. You offer conservative measures but this persists after 30 min. 

4. A midwife has asked you to review a multiparous woman’s CTG; she is concerned that it’s 
abnormal. This woman who is 39 weeks is 3 cm dilated. The CTG shows a baseline heart rate 
of 100 bpm with reduced baseline variability and late decelerations that last over 50% of the 
contractions. These have been present in the last 20 min. 

5. You set out to perform an FBS on a 27-year-old primigravida because of persistent reduced 
baseline variability and variable decelerations. You unfortunately failed to obtain a blood sam- 
ple, but during the procedure you stimulated a fetal heart rate acceleration. 
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Option list for questions 6—7 


A | Amniocentesis and bacteriology Nitrazine paper test 


Digital cervical examination Oncofetal fibronectin 


FBC and C-reactive protein Placental macroglobulin-1 test 


Speculum examination 


Ala) ) a) a 


B 
C 
D | Ferning test 
E | IGFBP-1 test Transvaginal ultrasound assessment of the 


cervix 


F | Lecithin-sphingomyelin ratio in amniotic 
fluid 


Instructions: For each of the patients described below, select from the above option list the single 
most important test you will perform as your next step in their management. Each option may be 
selected once, more than once or not at all. 


6. A primigravida presents to the labour ward having been brought by ambulance with a com- 
plaint of sudden gush of water per vagina at 30 weeks of gestation. She is not contracting and 
is apyrexial. The CTG is normal. 

7. A 30-year-old primigravida is seen at 29 weeks of gestation with regular uterine contractions. 
These are not strong enough for her to require pain killers. She describes the pains as start- 
ing about 2 h ago. She is examined and is apyrexial, BP — 110/70 mmHg and pulse rate of 
76 bpm. The fundus is compatible with gestation. A speculum examination is performed but it 
is not possible to assess the extent of cervical dilation. 
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Option list for questions 8-9 


A | Decrease dose by 2 unit/kg/h Thrombolysis 

B | Decrease dose by 3 unit/kg/h 

C | Increase dose by 2 unit/kg/h 

D | Increase dose by 4 unit/kg/h 

E | Measure APTT 6 h later and then at least 
daily 

F | Measure APTT after 6 h followed by 
another after 24 h and then at least daily 

G | Measure APTT 24 h later and then at least 
daily 

H | No change in heparin dose 

I | Re-administer bolus dose of 40 mg/kg and 
increase daily dose by 2 units/kg/h 

J | Re-administer bolus dose of 80 mg/kg and 
increase daily dose by 5 units/kg/h 

K | Stop infusion 1h 

L | Stop infusion for 1 h and reduce 
maintenance dose by 4 units/kg/h 

M | Stop infusion for 1 h and reduce 
maintenance dose by 3 units/kg/h and 
repeat APTT 6h later 


Instructions: The patients detailed below all had VTE in pregnancy and were commenced on 
unfractionated heparin either because the VTE occurred close to labour or they were not suitable 
for low-molecular-weight heparin. For each patient, select from the option list above the single 
most suitable step to monitor and adjust the infusion rate of the heparin. Each option may be chosen 


once, more than once or not at all. 


8. 
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A 38-year-old multiparous woman was on enoxaparin antenatally for a PE diagnosed at 30 weeks 
of gestation. She went into spontaneous labour at 40 weeks of gestation and had a normal vaginal 
delivery but then had a postpartum haemorrhage from uterine atony of 1.5 L. She is now stable 
and has been commenced on unfractionated heparin. She was given a loading dose of 80 units/ 
kg and is now on a maintenance dose of 18 units/kg/h. Four hours later, her APTT is measured 


and is reported to be 3.1. 


A 40-year-old woman is on unfractionated heparin for a DVT diagnosed in the last week of 


pregnancy. Her latest APTT ratio is 2.8. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 10-11 


A | Aspirin and TED stockings LMWH from 28 weeks until 10 days 
postpartum 
B | Good hydration and mobilization LMWH from 28 weeks until at least 
10 days postpartum 
C | Good hydration, mobilization and TED LMWH from 28 weeks until 6 weeks 
stockings postpartum 
D | LMWH for 6 weeks postpartum LMWH starting in the first trimester and 
until symptoms stop 
E | LMWH for 10 days postpartum LMWH with higher dose, e.g. 50%, 75% 
or full anticoagulation doses antenatally 
and up to 6 weeks postpartum 
F | LMWH for the first trimester LMWH with higher dose, e.g. 50%, 75% 
or full anticoagulation doses from 
28 weeks and up to 6 weeks postpartum 
G | LMWH from now until at least 10 days Warfarin from day 5 until 6 weeks 
postpartum postpartum 
H | LMWH from now until 6 weeks 
postpartum 


Instructions: The pregnant women described below are at risk of venous thromboembolism. 
For each woman, select the single most appropriate thromboprophylaxis you will recommend from 
the above option list. Each option may be chosen once, more than once or not at all. 


10. The woman who is 30 years old is in her second pregnancy and states that she was told she had 
a DVT 2 years ago (having presented with pain and swelling on her left calf) and was placed 
on treatment for up to 3 months but did not have any test. She is now 8 weeks pregnant and her 
BMI is 28 kg/m’. 

11. The woman has had three recurrent miscarriages and was investigated and found to have 
antiphospholipid antibodies. She developed a DVT in her first pregnancy that ended in a full- 
term normal vaginal delivery. She is now 8 weeks pregnant. 
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Option list for questions 12-14 


A | Aciclovir 400 mg three times daily for L | HIV viral load test now and monthly 
5 days 
B | Aciclovir 400 mg three times daily from M | HIV viral load test 2-4 weeks after 
32 weeks of gestation commencing on ART and then once every 
trimester 
C | Aciclovir 400 mg three times daily from N | HIV viral load test 2-4 weeks after 
36 weeks of gestation commencing on ART and then once every 
trimester and then at 36 weeks of gestation 
D | Measure CD4 count at baseline and then O | HIV viral load test 2-4 weeks after 
monthly commencing on ART and then once every 
trimester, at 36 weeks of gestation and at 
delivery 
E | Measure CD4 count at baseline and once P | Liver function test 
at delivery 
F | Measure CD4 count now Q | Liver function test and HIV resistance 
testing 
G | Commence on cART immediately R | Liver function test monthly 
(without delay) 
H_| Discontinue cART for a short period S | No additional investigations 
I | HIV resistance testing T | Screen for genital tract infections 
J | HIV viral load test now U | Screen for genital tract infections 
including bacteria vaginosis (BV) 
K | HIV viral load test now and every V | Screen for genital tract infections, liver 
trimester function test and measure baseline CD4 
count 


Instructions: The women described below booked for antenatal care and were offered routine 
investigations including HIV testing. For each woman, choose from the above option list the single 
most appropriate next step in their management. Each option may be chosen once, more than once 
or not at all. 


12. A woman who is known to be living with HIV and on cART booked for antenatal care at 
12 weeks of gestation. She is now 28 weeks into this pregnancy. 


13. 


14. 
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A woman has been diagnosed with HIV at 28 weeks of gestation. Screening for sexual infec- 
tions was negative and her liver function test was normal. A blood sample has been sent for a 


baseline CD4 count measurement. 


A 23-year-old woman who was diagnosed with HIV at her booking visit gives a history of 
genital herpes treated with aciclovir for 5 days 2 months previously. She was commenced on 


cART | month ago. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 15-17 


A | Combined ART for 4 weeks HIV RNA assay during first 48 h, at 
6 weeks and again at 12 weeks of life and 
maternal antibody at 18-24 months 
post-delivery 

B | HIV RNA assay during first 48 h HIV RNA assay during first 48 h, at 
8 weeks of life and again at 12 weeks of 
life and maternal antibody at 
18—24 months post-delivery 

C | HIV RNA assay during first 48 h, at 2 and Intravenous zidovudine 

again at 12 weeks of life 
D | HIV RNA assay during first 48 h, at Zidovudine for 2 weeks 
2 weeks of life and monthly for duration 
of breastfeeding 
E | HIV RNA assay during first 48 h, at Zidovudine for 4 weeks 
2 weeks of life and monthly for duration 
of breastfeeding, then at 4 and 8 weeks 
after cessation of breastfeeding and 
maternal antibody at 18-24 months 
post-delivery 
F | HIV RNA assay during first 48 h, at Zidovudine for 6 weeks 
2 weeks of life and again at 6 weeks of life 
and maternal antibody at 18—24 months 
G | HIV RNA assay during first 48 h, at 


6 weeks and again at 12 weeks of life 


Instructions: These infants were delivered to HIV-positive women at various gestations. For each 
infant, choose from the above option list the next most important action to take with regard to their 
management. Each option may be chosen once, more than once or not at all. 


15. The infant is a full-term baby delivered to an HIV-positive mother who had cART for a 
total of 22 weeks (having started at 18 weeks) and her viral load at 36 weeks was <50 HIV 


16. 


17. 


RNA copies/mL. 


The infant is born at 38 weeks of gestation to an HIV-positive mother who had cART from 
28 weeks of gestation. Her viral load at 36 weeks of gestation was <50 HIV RNA copies/mL. 


The baby was delivered at 32 weeks of gestation vaginally to an HIV-positive mother who 
had been on cART from 24 weeks of gestation. Her viral load at the last record was 75 HIV 


RNA copies/mL. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 18-20 


A |sFGRI F | TTTS Stage I 
B | sFGR II G | TTTS Stage II 
C | sFGR Il H | TTTS Stage IV 
D | TAPS I | TTTS Stage V 
E | TTTS Stage I J | TRAP sequence 


Instructions: Each case below is a description of a patient with monochorionic twin pregnancy. 
For each case, choose from the above option list the single most appropriate complication of the 
monochorionic twin pregnancy. Each option may be chosen once, more than once or not at all. 


18. A 23-year-old primigravida with monochorionic diamniotic twin pregnancy has just had an 
ultrasound scan for growth and assessment at 28 weeks. There is EFW discordance of 25%, but 
there is neither polyhydramnios nor oligohydramnios in any of the twin sacs. Umbilical artery 
Doppler of the smaller twin shows intermittent absent or reversed end-diastolic flow, but there 
is end diastolic flow in the second twin. 

19. A 32-year-old woman is seen for a follow-up ultrasound scan at 26 weeks of gestation. The scan 
reveals EFW discordance of 10% and normal liquor volume in both fetuses. However, the 
MCA peak systolic velocity (PSV) of one twin is 1.7 MoM and the other is 0.75 MoM. 

20. An ultrasound scan has been performed on a 30-year-old G4P3 who is being followed up 
with serial ultrasound assessments because she has monochorionic twins. The ultrasound scan 
shows an EFW discordance of 25% with the SDVP liquor of 7 cm in the larger twin and 2.5 cm 
in the smaller twin. The umbilical artery Doppler velocities in the smaller twin show a cyclical 
pattern with intermittent reversed and absent end-diastolic flow. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 21-23 


placenta and refer to specialist 


A | Amniocentesis — one sac Measure NT at 11+°-13+ weeks of 
gestation 
B | Amniocentesis — two sacs Measure NT and biochemistry at 
11+°-13+° weeks of gestation as screening 
for aneuploidy 
C | Document in notes and managed as Measure NT and biochemistry at 11+°-13+° 
monochorionic twins weeks of gestation and biochemistry again 
at 14+°-16+° weeks 
D | Document membrane attachment to the Quadruple test 
placenta and repeat 
E | Document membrane attachment to the Non-invasive prenatal testing (NIPT) 
placenta, seek second opinion and then 
refer to specialist 
F | Document membrane attachment to the Refer to the specialist as chorionicity is 


best determined before 14+ weeks 


Instructions: For each scenario described below, choose from the above option list the single most 
appropriate next step to take in the management of the patient. Each option may be chosen once, 
more than once or not at all. 


21. A 23-year-old woman attends for her booking ultrasound at 12 weeks of gestation. 
The Sonographer notes two fetuses and attempts to determine chorionicity after confirming 
viability. Unfortunately, she is uncertain about the diagnosis of chorionicity. 


22. 


23. 


A 28-year-old woman books for antenatal care at 10 weeks of gestation. A booking scan shows 
twins, but the chorionicity is uncertain. She returns at 12*° weeks gestation and is found to 
have monochorionic diamniotic twins of crown rump length of 70 and 75 mm, respectively, for 


twins | and 2. 


A 30-year-old woman attends for counselling about her monochorionic diamniotic twin preg- 
nancy. She had a screening test for aneuploidy performed at 12*3 weeks of gestation, and the 


text showed a high risk. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 24-25 


A | Combination of tranexamic acid and factor| J | NSAIDs 
Vill 
B_ | Desmopressin (DDAVP) K | Oral vitamin K 
C | Factor VII and IX concentrate L | Platelet transfusion 
D | Fibrinogen concentrate M | Plasma-derived concentrate factor VIII 
and IX 
E | Fresh frozen plasma (FFP) N | Recombinant factor VIII 
F | Hepatitis A and B vaccination O | Recombinant factor IX 
G | Intramuscular morphine P | Recombinant factor VIII and Ix 
H | Intramuscular vitamin K Q | Tranexamic acid 
I | LWMH R | VWE concentrate 


Instructions: The women described below are all carriers of an inherited bleeding disorder in 
pregnancy. For each woman, choose from the above option list the single most effective interven- 
tion you will initiate in the course of their management. Each option may be chosen once, more 


than once or not at all. 


24. A 20-year-old woman at 39 weeks of gestation requires an increase in her factor VIII levels as 
she is a carrier of haemophilia A and therefore at high risk of postpartum haemorrhage. 
25. You have admitted a primigravida known carrier of haemophilia A in labour at 41 weeks of 
gestation. Her factor VII level was 0.4 IU/mL (low) a few days prior to her going into labour. 
She is now 4 cm dilated with intact membranes. Her fetus is female. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 26-27 


A_ | Afribrinogenaemia K | Glanzmann’s thrombasthenia (GT) 

B | Bernard Soulier Syndrome (BSS) L | Haemophilia A 

C | Dysfibrinogenaemia M | Haemophilia B 

D | Hypofibrinogenaemia N | Haemophilia A/B 

E | Factor II (Prothrombin) deficiency O | Platelet function defect 

F | Factor V deficiency P | von Willebrand factor disease (VWD) 
G | Factor VII deficiency Q | VWD type 1 

H | Factor XIII deficiency R | VWD type 2 

I | Factor X deficiency S | VWD type 2N 

J | Factor XI deficiency T | VWD type 3 


Instructions: Each of the women described below is a carrier of an inherited bleeding disorder. 
Choose from the above option list the single most likely disorder they carry. Each option may be 


chosen once, more than once or not at all. 


26. A 29-year-old G3P2 had severe postpartum haemorrhage after her first delivery of a female 
infant who is doing well. In her second pregnancy, she also developed severe postpartum 
haemorrhage and delivered a male infant by forceps who developed intracranial haemorrhage. 


27. A 25-year-old woman has been referred to the joint obstetrics haematology clinic for counsel- 
ling about pregnancy and complications. She is married to her first cousin and has been told 
that there is an inherited bleeding disorder in the family, which can affect both boys and girls. 
They have nieces and other relatives who are also affected. Her factor VII and IX levels are 
measured and those of VIII are low but those of IX are normal. 


213 


EMQ QUESTIONS — EMQ OBSTETRICS 


Option list for questions 28-29 


> PAPER III 


A | Burns-Marshall technique H | Lovset’s manoeuvre 

B | Bracht manoeuvre I | Mauriceau-Smellie—Veit manoeuvre 

C | Brandt’s manoeuvre J | Simpsons Manoeuvre 

D | Breech extraction K | Start active pushing 

E | Delay pushing for 2 h or earlier if the L | Tocolysis with vertical uterine incision CS 
breech is on the perineum 

F | Incisions on the cervix M | Suprapubic pressure 

G | Intervention to expedite breech delivery N | Vertical uterine CS 


Instructions: The women described below are in labour with a breech presentation. For each 
woman, choose from the above option list the next important step to take in their management. 
Each option may be chosen once, more than once or not at all. 


28. A primigravida is in labour at term with a breech presentation. She progresses to full dilatation 
and after 2 h starts to push when the breech is on the perineum. The breech is delivered until 
the inferior angles of the scapula are seen. A loop of the cord is pulled down. 


29. 
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A multiparous woman with a breech presentation delivers the breech spontaneously up to the 
inferior angle of the scapulae. The rest of the delivery is now being assisted. The upper limbs 


have been delivered. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 30-32 


A | Cervicitis G | Unexplained antepartum haemorrhage 
B | Low-lying placenta H | Vaginitis 

C | Normally sited placenta I | Vasa praevia Type I 

D | Placenta accreta spectrum J | Vasa praevia Type II 

E | Placental abruption K | Vulval varicosities 

F | Placenta praevia 


Instructions: For each of women described below, choose from the above option list the single best 
diagnosis of the clinical presentation following investigations. Each option may be chosen once, 
more than once or not at all. 


30. An ultrasound scan is performed at 28 weeks of gestation on a patient who has been found 
to have a low-lying placenta at 20 weeks of gestation and now presents with a painless slight 
vaginal bleeding. There is a suspected succenturiate lobe with blood vessels between the lobe 
and the main placenta coursing over fetal membranes at the level of the internal os. 


31. 


32. 


An ultrasound scan is performed on a 29-year-old woman with twin pregnancies following 
IVF. She is now at 28 weeks of gestation. The placenta is approximately 25 mm from the inter- 


nal cervical os. 


An ultrasound scan is performed at 18 weeks of gestation, and the placenta is described as 
anterior and covering the internal cervical os asymmetrically. There are no fetal anomalies 


identified. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 33-34 


A | Bacteroides spp. I | Group B haemolytic Streptococcus 

B | Campylobacter J | Methicillin-resistant Staphylococcus 
aureus (MRSA) 

C | Chlamydophila psittaci K | Morganella morganii 

D | Clostridium difficile L | Mycobacterium tuberculi 

E | Clostridium perfringens M | Panton-Valentine Leucocidin (PVL) — 
producing MRSA 

F | Coxiella burnetti (Q-fever) N | Peptostreptococcus spp. 

G | Escherichia coli O | Pneumococcal spp. 

H | Group A haemolytic Streptococcus P | Salmonella typhi 


Instructions: Each of the patients described below has presented with features of genital sepsis 
either in pregnancy, intrapartum or in the puerperium. For each patient, choose from the above 
option list the single most likely organism responsible for the symptoms. Each option may be cho- 
sen once, more than once or not at all. 


33. 


34. 
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A 22-year-old woman presents with chest pain, difficulties in breathing, cough produc- 
tive of occasional blood-stained sputum and a fever. Her symptoms started 3 days ago, and 
paracetamol has not been helpful. She is currently 30 weeks pregnant. When examined, she is 
found to have a temperature of 38.2°C, a tachycardia of 110 bpm, and bilateral crepitations in 
her lungs. 

A 25-year-old woman seen in the Maternity Triage at 30 weeks of gestation is feeling unwell 
and complaining of a fever. She had sore throat a week ago, which was associated with cough. 
She also provides a history of two members of her household suffering from sore throat and 
cough. When examined, she is pyrexial (temperature 38.1°C) with no chest symptoms. Her 
urinalysis shows ketones++ and leucocytes+. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 35-37 


A | Anaphylaxis N | Manage as potentially infectious from 8 to 
28 days after the exposure 
B | Avoid pregnancy for 4 weeks O | Offer antenatal screening 
C | Avoid pregnancy for 6 weeks P | Offer termination 
D | Avoid pregnancy for 8 weeks Q | Offer VZIG as soon as possible 
E | Blood test to determine VZ immunity or R | Oral aciclovir 400 mg tds for 5 days 
non-immunity 
F | Check varicella zoster virus (VZV) IgM S | Postpartum vaccination 
and if negative, reassure and back to 
midwifery care 
G | Commence on aciclovir 800 mg tds for T | Reassure and continue routine care 
7 days 
H | Commence on aciclovir 800 mg tds for U | Refer to fetal medicine for USS in 
7 days and refer to fetal medicine unit in 5 weeks from onset of rash 
5 weeks 
Inform healthcare worker immediately V_ | VZVIG and oral aciclovir to mother 
J | Intravenous aciclovir W | VZV antibodies analysis in stored 
antenatal booking blood sample 
K | Manage as potentially infectious for the X | VZVIG to neonate 
next 7 days 
L | Manage as potentially infectious for the Y | VZVIG to neonate and mother 
next 14 days 
M | Manage as potentially infectious from 
8-21 days after the exposure 


Instructions: The pregnant women described below have either been exposed to someone with 
chickenpox or have developed symptoms of chickenpox. For each woman, choose from the above 
option list the best treatment/advise you will offer. Each option may be selected once, more than 
once or not at all. 


35. A 22-year-old woman primigravida who is known to be seronegative for chickenpox antibod- 
ies had significant contact with a child with chickenpox in her school. She was given varicella 
zoster virus immunoglobulin (VZVIG) today and on day 5 after the exposure. 


36. 


37. 


A primigravida who is a nursery teacher went into spontaneous labour at 39 weeks of gesta- 
tion. She comments on passing that one of the children in her group had chickenpox a few days 
ago. She herself never had chickenpox (from her mother). 


A 30-year-old woman primary school teacher presents at 12 weeks of gestation with fever, 
generalized malaise and muscle aches. She has been feverish and has headaches. During the 
assessment, she provides a history of significant contact with one of the children in her class 
who had chickenpox 14 days ago. When examined, she is found to have a maculopapular rash. 
The appearance is typical of that of chickenpox. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 38—41 


A | Await spontaneous onset of labour H | Emergency CS category 3 

B | Corticosteroids and CS I | Emergency CS category 4 

C | Corticosteroids and induce vaginal J | Induction of labour 
delivery 

D | Corticosteroids and recommend delivery K | Induce vaginal delivery at 37 weeks of 
at 30-32 weeks of gestation gestation 

E | Deliver by CS at 37 weeks L | Offer delivery at 37 weeks with 

involvement of senior clinician 
F | Emergency CS category 1 M | Recommend delivery at 37 weeks 
G | Emergency CS category 2 


Instructions: Each of the women detailed below has been diagnosed with a small for gestational 
age (SGA) fetus and is being monitored antenatally by ultrasound scan and Doppler velocimetry. 
Choose from the above option list the single best option for delivery or timing thereof. Each option 
may be chosen once, more than once or not at all. 


38. 


39. 


40. 


41. 
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A 28-year-old woman in her second pregnancy is being followed up in the Fetal Growth 
Antenatal clinic on account of a previous SGA baby. She had ultrasound scans at 26 and 
30 weeks of gestation, respectively, that showed crossing of centile lines by the AC of the fetus. 
Serial fortnightly scans were therefore arranged and the last one was at 36 weeks of gestation. 
This showed the baby’s AC to be below the 10th centile with normal liquor volume and umbili- 
cal artery Doppler indices. 

A 27-year-old primigravida with a severely growth restricted fetus is seen at 30 weeks of ges- 
tation and an ultrasound scan shows oligohydramnios, an abnormal umbilical artery Doppler 
(absent/reversed end diastolic velocity), and a normal ductus venosus Doppler. 

A 35-year-old G3P2, with previous two SGA babies, is now 35 weeks pregnant. She was diag- 
nosed with SGA again at 28 weeks of gestation and is being followed up with regular growth 
scans and Doppler assessment. Her ultrasound today shows a static AC <10th centile (no 
appreciable change from the last measurements 2 weeks previously), an SDVP of 1.7 cm, and 
umbilical artery Doppler shows a PI and RI >95th centile. 

A 26-year-old G2P1, with previous SGA baby, is now 35 weeks pregnant. She was diagnosed 
with SGA again at 28 weeks of gestation and is being followed up with regular growth scans 
and twice weekly with the umbilical artery Doppler assessment. Her ultrasound today shows 
an AC <10th centile (but there is an increase in the measurements obtained from the last ultra- 
sound scan 2 weeks previously), a SDVP of 2.7 cm, with umbilical artery Doppler showing a 
PI and RI >95th centile. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 42-44 


A | Amniocentesis N | Pre-implantation genetic diagnosis 

B | Annual liver and renal function test O | Pulmonary angiography 

C | Annual swine flu and influenza vaccine P | Pulmonary blood pressure measurement 

D | Annual review by sickle cell specialist Q | Red cell antibodies 

service 

E | Chorionic villus sampling R | Renal and liver function test 

F | Conjugated meningococcal C vaccine S | Retinal screening 

G | Echocardiography T | Serum ferritin 

H | Fetal blood in maternal circulation U | Screen for end-organ damage 

I | Free fetal DNA in maternal circulation V | Screen for haemoglobinopathies 

J | Genotype of partner W | Screen for iron overload with T* cardiac 
magnetic resonance imaging 

K | Haemophilus influenza type b vaccine Urinalysis at each consultation 

L | Hepatitis B vaccine Y | Urinalysis at each consultation and 


monthly MSU for culture 


M | Pneumococcal vaccine (Pheumovax 
Sanofi Pasteur MSD) 


Instructions: The women described below with sickle cell disease are either attending for pre- 
conception counselling or attending the antenatal clinic for follow-up. For each woman, choose 
from the above option list the single most useful investigation you will offer her or her partner. Each 
option may be selected once, more than once or not all. 


42. You have seen a 26-year-old woman with sickle cell anaemia in the pre-pregnancy clinic for 
counselling. She was referred for screening for end-organ damage prior to becoming pregnant. 
She had an echocardiography 6 months ago, but no other investigation. 


43. A 30-year-old with sickle haemoglobin SC disease was referred by her GP for pre-conception 
counselling. She had an echocardiography, a renal and liver function test 6 months ago and has 
been otherwise well. She has not had any other investigations for the last 3 years. 


44, A 20-year-old woman with haemoglobin SS (HbSS) who has had several blood transfusions in 
the last 2 years wishes to become pregnant. You have ordered an echocardiography to rule out 
pulmonary hypertension. She had renal and liver function tests 7 months ago. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 45-46 


28 weeks 


A | Annual retinal assessment Offer digital imaging with mydriasis using 
tropicamide 
B | Arrange renal assessment Offer a review with joint diabetes and 
antenatal care within 1 week 
C | Defer optimization of blood glucose until Offer ophthalmological follow-up for at 
after retinal assessment least 6 months after birth 
D | Discontinue before pregnancy (Satins) Offer retinal assessment again at 28 weeks 
E | Discontinue medication as soon as Offer retinal assessment and again at 
pregnancy is confirmed and substitute with 28 weeks if no diabetic retinopathy 
alternative agents suitable for use during 
pregnancy 
F | Fetal growth scan and Doppler every Offer retinal assessment and then annually 
4 weeks from 26-28 weeks if no diabetic retinopathy 
G | Fetal growth scan every 4 weeks from Repeat additional retinal assessment at 


16-20 weeks 


Instructions: The women described below have just been diagnosed with either diabetes or with 
gestational diabetes before booking for antenatal care. For each woman choose from the above 
option list the single most appropriate advice you would recommend with regard to their diabetes 
and pregnancy. Each option may be chosen once, more than once or not at all. 


45. A woman who has just had a diagnosis of gestational diabetes at 28 weeks of gestation. This is 
her first pregnancy and thus far the pregnancy has been uncomplicated. 


46. 
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A 38-year-old known type 1 diabetic woman is seen at 10 weeks of gestation for antena- 
tal booking. She is offered a retinal assessment as she has not had one in the last 3 months. 
The assessment is reported as normal. Her blood sugar levels are well controlled and she is 
booked for a detailed ultrasound scan at 20 weeks. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 47-48 


A | Arrange ultrasound scan for growth in J | Intravenous labetalol 
10 days 
B | Captopril K | Magnesium sulphate 
C | Doppler of the umbilical artery every L | Methyldopa 
other day 
D | Emergency CS - category 1: fetal M | Nifedipine 
E | Emergency CS — category 1: maternal N | Oral labetalol 
F | Emergency CS — category 2: fetal O | Operative vaginal delivery 
G | Emergency CS — category 2: maternal P | Two doses of betamethasone 12 mg 12h 
apart 
H_| Induction of labour Q | Two doses of betamethasone 12 mg 24h 


apart 


I | IV 500 mL of crystalloid 


Instructions: All the patients described below suffer from hypertensive disorders of pregnancy. 
Choose from the above option list the single best treatment for each patient. Each option may be 
chosen once, more than once or not at all. 


47. You have admitted a 30-year-old woman at 36 weeks of gestation with a BP of 170/120 mmHg 
and brisk ankle reflexes. She has +++ proteinuria. 


48. You have decided to administer intravenous hydralazine to a 30-year-old woman who has 
been admitted with severe pre-eclampsia and brisk reflexes for control of her BP and planning 
delivery. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER III 


Option list for questions 49-50 


A | Candida albicans K | Listeria monocytogenes 

B | Chickenpox (varicella zoster virus) L | Measles 

C | Chlamydia trachomatis M | Mycobacterium tuberculi 

D | Cytomegalovirus (CMV) infection N | Neisseria gonorrhoea 

E | Escherichia coli O | Parvovirus B 19 

F | Group A haemolytic Streptococcus (GAS) | P_ | Plasmodium falciparum (malaria) 
G | Group B haemolytic Streptococcus (GBS) | Q | Rubella 

H_ | Hepatitis R | Toxoplasma gondii 

I | Herpes simplex virus (HSV) S | Treponema pallidum (syphilis) 

J | Human immunodeficiency virus (HIV) 


Instructions: Each of the patients described below presents with a variety of clinical features that 
are highly suggestive of a specific infective organism. For each patient, select from the above option 
list the single most likely cause of the infection in the patient. Each option may be selected once, 


more than once or not at all. 


49. A 30-year-old woman is induced at 37 weeks of gestation on account of symmetrical fetal 
growth restriction. At 8 weeks of gestation, she had a mild fever associated with headache 
and muscle ache, but these were resolved with pain killers. When she attended for her detailed 
ultrasound scan at 20 weeks of gestation, the baby was found to have mild ventriculomegaly, 
echogenic focus in the liver and an abdominal and head circumference that was around the 5th 
centile. Serial ultrasound scan measurements showed the baby to be consistently below the 5th 


50. 
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centile with normal liquor volume and Doppler indices. 


You have been asked to see a 30-year-old woman who has had a detailed ultrasound scan at 
24 weeks of gestation to explain the findings and implications to the couple. The baby was 
found to have a significant ventriculomegaly with an abdominal circumference that was on the 


4th centile. There was hydramnios with isolated areas of intracranial calcification. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


EMQ Obstetrics: Paper IV 


Option list for questions 1-3 


A | ARM and syntocinon L | Non-rotational ventouse delivery 

B | Emergency CS — category I: fetal M | Re-examine vaginally in 1 h 

C | Emergency CS — category I: maternal N | Re-examine vaginally in 2 h 

D | Emergency CS - category II: fetal O | Re-examine vaginally in 4h 

E | Emergency CS — category II: maternal P | Rotational ventouse delivery 

F | Emergency CS — category III: fetal Q | Start pushing 

G | Emergency CS — category III: maternal R | Syntocinon and re-examine in 4h 

H | Epidural and commence syntocinon S | Syntocinon 

I | Fetal blood sampling to assess degree of T | Syntocinon and re-examine in 2 h 
urgency for delivery 

J | Manual rotation and ventouse delivery U | Wrigley’s forceps delivery 

K | Neville-Barnes forceps delivery 


Instructions: The women described below are in labour. For each woman, select from the above 
option list the single most appropriate action you will take in the management of their labour. Each 
option may be selected once, more than once or not at all. 


1. 


A 30-year-old multiparous woman whose pregnancy is uncomplicated went into spontaneous 
labour last night. She progressed to full dilation and after 2 h in the passive second stage, she 
was encouraged to start pushing. She has been pushing for | h and the vertex, which is in the 
occipito-transverse position, is at 0 + 1 and 0/5 palpable per abdomen. 


A 31-year-old primigravida who is on ‘Entonox or gas and air’ for pain control has been fully 
dilated for the last 1 h but does not have the urge to push. 


A 30-year-old nulliparous woman in labour at term has been fully dilated for 2 h but does 
not have the urge to push. Contractions described are inadequate and the fetal heart rate is 


reassuring. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 4-6 


A | Administer oxygen by face mask M | Discontinue CTG and return to 
intermittent auscultation 

B | Amniotomy and start CTG N | Expedite delivery 

C | Administer sc. terbutaline 0.25 mg stat Intermittent auscultation 


D | Auscultation for at least 1 min after 
contraction and then every 5 min 


Make preparations for urgent delivery 


E | Auscultation for at least 1 min after 
contraction and then every 15 min 


Offer oral fluids, encourage to mobilize 
and change position to left lateral 


F | Cardiotocograph for at least 30 min during 
the procedure and then with each 10 mL 
or more bolus 


Offer oral fluids and paracetamol and 
encourage to mobilize or adopt left lateral 
position 


G | Check maternal pulse and if raised, offer Palpate and measure maternal pulse 


paracetamol 

H | Commence on continuous Perform a fetal blood sampling to measure 
cardiotocography (CTG) pH or lactate 
Continue CTG and normal care U | Repeat FBS in 30 min 

J | Continue with intermittent auscultation V | Repeat FBS in 1h 
after contractions every 15 min 

K | Decide whether to continue labour or W | Stop syntocinon and administer sc. 
expedite delivery in the light of clinical terbutaline 0.25 mg stat 
circumstances 

L | Defer further sampling X | Turn to lateral position and encourage to 

mobilize 


Instructions: The patients described below are in labour and either need fetal monitoring or review 
if already being monitored. For each patient, select from the above option list the single most appro- 
priate action you will take to either initiate monitoring or in response to the fetal heart rate pattern 
recorded. Each option may be selected once, more than once or not at all. 


4. A low-risk primigravida is being admitted in labour after having started contracting at home 
3 h previously. She is examined and found to be 5 cm dilated with intact membranes. The con- 
tractions are occurring every 2—4 min and lasting for 30—40 s. 

5. AnFBS was performed on a 28-year-old woman because of abnormalities in the CTG. The lac- 
tate was reported as 4.4 mmol/L (pH of 7.23). This was repeated after 30 min and the values 
were virtually unchanged. The CTG has remained the same. 

6. A woman is being induced because of hypertension at 38 weeks of gestation. She had pros- 
taglandins to ripen the cervix and later an ARM and syntocinon. She has been in established 
labour for the past 4 h. The CTG shows a tachycardia of 180 bpm with variable decelerations 
and reduced baseline variability for the past 30min. She is contracting at a rate of 5 contrac- 
tions every 10 min and each lasting 45-50 min. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 7-8 


fluid 


A | Amniocentesis and bacteriology G | Nitrazine paper test 

B | Digital cervical examination H | Oncofetal fibronectin 

C | FBC and C-reactive protein I | Placental macroglobulin-1 test 

D | Ferning test J | Speculum examination 

E | IGFBP-1 test K | Transvaginal ultrasound assessment of the 
cervix 

F | Lecithin-sphingomyelin ratio in amniotic 


Instructions: For each of the patients described below, select from the above option list the single 
most important test you will perform as your next step in their management. Each option may be 
selected once, more than once or not at all. 


7. 


You have admitted a patient presenting at 30*° weeks with suspected preterm labour. Your 


initial clinical assessment suggests that the woman is in suspected preterm labour. 


A woman presents with symptoms of preterm labour at 30** weeks of gestation. Following an 
initial assessment including a digital examination, she is considered to be in suspected preterm 
labour. A transvaginal ultrasound is requested for, but this will not be available for another 


24h. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 9-10 


A | Assisted breech delivery K | Fetal blood sampling 

B | Atosiban and corticosteroids L | Fetal scalp electrode 

C | Co-amoxiclav (Augmentin) M | Forceps delivery 

D | Corticosteroids and magnesium sulphate N | Intramuscular penicillin for 10 days 

E | Corticosteroids, magnesium sulphate 4 g O | Magnesium sulphate 4 g IV bolus stat 
IV bolus stat followed by 1 g hourly for followed by 1 g hourly for 24 h 
24h 

F | Corticosteroids, magnesium sulphate 4 g P | Magnesium sulphate 4 g IV bolus for 
IV bolus for 15 min followed by 1 g 15 min followed by 1 g hourly for 24h 
hourly for 24 h 

G | Corticosteroids, nifedipine and Q | Nifedipine and corticosteroids 
magnesium sulphate 

H | Emergency CS R | Oral penicillin oral for 10 days 

I | Erythromycin for 7 days S | Transabdominal CTG 

J | Erythromycin for 10 days T | Ventouse delivery 


Instructions: The patients described below presented with either clinical features of preterm 
labour or preterm premature rupture of fetal membranes. For each patient, choose from the above 
option list the single most appropriate treatment you will institute for the diagnosis. Each option 
may be chosen once, more than once or not at all. 


9. The woman is a G3P1, admitted with a diagnosis of suspected preterm labour at 27+° weeks of 
gestation. Her cervix is closed, but she is having regular contractions — occurring at the rate of 
1 every 15-20 min. 

10. You saw a G2P1 (previous spontaneous preterm delivery at 28 weeks of gestation) at 26 weeks 
contracting. Following an initial assessment, a transvaginal ultrasound assessment of the cer- 
vical length is performed, and this is reported to be 6 mm. She is contracting at the rate of 
1:10 min, and it has been established that she is likely to deliver within the next 24 h. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 11-13 


A | Decrease dose by 2 unit/kg/h Re-administer bolus dose of 40 mg/kg and 
increase daily dose by 2 units/kg/h 

B | Decrease dose by 3 unit/kg/h Re-administer bolus dose of 0 mg/kg and 
increase daily dose by 5 units/kg/h 

C | Increase dose by 2 unit/kg/h Stop infusion for 1 h and recommence at 
the same rate 

D | Increase dose by 4 unit/kg/h Stop infusion for | h and reduce 
maintenance dose by 3 units/kg/h 

E | Intravenous unfractionated heparin Stop infusion for | h and reduce 
maintenance dose by 3 units/kg/h and 
repeat APTT 6 h later 

F | Measure APTT at least daily Thrombolytic therapy 

G | No change in heparin dose 


Instructions: All the patients detailed below all had VTE in pregnancy and were commenced on 
unfractionated heparin either because the VTE occurred close to labour or they were not suitable 
for low-molecular-weight heparin. For each patient, select from the above option list the single most 
suitable step to take to monitor or adjust the infusion rate of the heparin/initiate treatment if none 
has been started. Each option may be chosen once, more than once or not at all. 


11. A 38-year-old woman is admitted at 39 weeks of gestation with a DVT in her right leg. She is 
commenced on unfractionated heparin and the APTT measured 4 h later was reported to be 


12. 


13. 


1.3. 


A 40-year-old woman is brought into the Accident and Emergency after she collapsed at home 
with sudden onset of chest pain and severe breathing difficulties. She is 35 weeks pregnant. 
After an initial assessment, she is thought to have a massive and life-threatening PE. A quick 
echocardiogram showed severe cardiac compromise. 


A woman has been diagnosed with a massive life-threatening PE at 24 weeks of gestation. 
Furthermore, she is haemodynamically compromised with life-threatening ischaemic compli- 
cation from an extensive iliofemoral vein thrombosis. 
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: PAPER IV 


EMQ QUESTIONS — EMQ OBSTETRICS 


Option list for questions 14-15 


A | Aspirin and TED stockings LMWH from 28 weeks until at least 
10 days postpartum 
B | Good hydration and mobilization LMWH from 28 weeks until 6 weeks 
postpartum 
C | Good hydration, mobilization and TED LMWH starting in the first trimester and 
stockings until symptoms stop 
D | LMWH for 6 weeks postpartum LMWH with higher dose (e.g. 50%, 75% 
or full anticoagulation doses) antenatally 
and up to 6 weeks postpartum 
E | LMWH for 10 days postpartum LMWH with higher dose (e.g. 50%, 75% 
or full anticoagulation doses) from 
28 weeks and up to 6 weeks postpartum 
F | LMWH for the first trimester Warfarin from Day 5 until 6 weeks 
postpartum 
G | LMWH from now until at least 10 days LMWH with higher dose (e.g. 50%, 75% 
postpartum or full anticoagulation doses) from 
28 weeks and up to 6 weeks postpartum 
H_ | LMWH from now weeks until 6 weeks Warfarin from Day 5 until 6 weeks 
postpartum postpartum 
I | LMWH from 28 weeks until 10 days 
postpartum 


Instructions: The pregnant women described below are at risk of venous thromboembolism. 
For each woman, select the single most appropriate thromboprophylaxis you will recommend from 


the above option list. Each option may be used once, more than once or not at all. 


14. 


15. 
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The woman is 30 years old and was tested for thrombophilia and found to be protein C defi- 
cient. The test was performed because her sister had a DVT in pregnancy and was tested and 


also found to be protein C deficient. 


The woman aged 36 years is asymptomatic but has been found to have antiphospholipid anti- 
bodies. Her BMI is 33 kg/m?. She is 8 weeks pregnant and has no risk factors and no significant 


family history. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 16-17 


A | Amniocentesis G | Defer testing until HIV load is <50 HIV 
RNA copies/mL 
B | Chorionic villus sampling H | Offer NT measurement 
C | Combined test I_| Offer quadruple test 
D | Commence on cART and perform J | Offer NIPD 
amniocentesis 
E | Commence on cART and perform CVS K | Offer NIPT 
F | Defer testing until HIV status is known L | Offer triple test 


Instructions: The women described below are either known to be HIV positive or were found to 
be HIV positive at booking. They had screening tests for aneuploidy and need counselling about 
invasive testing. For each woman, choose the single best recommendation you will make on their 
request for further testing. Each option may be chosen once, more than once or not at all. 


16. A 43-year-old intravenous drug abuser visits to book for antenatal care at 17 weeks of gesta- 
tion. She is aware of the significantly high risk of having a baby with trisomy 21 and requests 


17. 


for an amniocentesis. 


A 29-year-old woman booked for antenatal care at 10+* weeks and underwent routine book- 
ing investigations, which included an HIV test. The test results have returned positive result. 
Following counselling, she was commenced on cART last week. She accepted the combined 
aneuploidy test at 12+® weeks and this has returned as high risk (1:126). She will like to have 


chorionic villus sampling. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 18-19 


2 weeks of life and again at 6 weeks of life 
and maternal antibody at 18—24 months 
post-delivery 


A | Combined ART for 4 weeks HIV RNA assay during first 48 h, at 
6 weeks and again at 12 weeks of life 
B | HIV RNA assay during first 48 h HIV RNA assay during first 48 h, at 
6 weeks and again at 12 weeks of life and 
maternal antibody at 18—24 months 
post-delivery 
C | HIV RNA assay during first 48 h, at HIV RNA assay during first 48 h, at 
2 weeks of life and again at 12 weeks of 8 weeks and again at 12 weeks of life and 
life maternal antibody at 18—24 months 
post-delivery 
D | HIV RNA assay during first 48 h, at Intravenous zidovudine 
2 weeks of life and monthly for duration 
of breastfeeding 
E | HIV RNA assay during first 48 h, at Zidovudine for 2 weeks 
2 weeks of life and monthly for duration of 
breastfeeding, then at 4 and 8 weeks of 
cessation of breastfeeding 
F | HIV RNA assay during first 48 h, at Zidovudine for 4 weeks 
2 weeks of life and monthly for duration 
of breastfeeding, then at 4 and 8 weeks 
after cessation of breastfeeding and 
maternal antibody at 18—24 months 
post-delivery 
G | HIV RNA assay during first 48 h, at Zidovudine for 6 weeks 


Instructions: The infants described below were delivered to HIV-positive women at various gesta- 
tions of their pregnancy. For each infant, choose from the above option list the next most important 
action to take with regard to screening for HIV. Each option may be chosen once, more than once 
or not at all. 


18. The infant was delivered to an HIV-positive primigravida at 40 weeks of gestation. He was 
placed on zidovudine for 2 weeks starting 2 h after birth. He is about to be discharged home 


19. 


230 


20 h after delivery with his mother. 


The infant is of an HIV-positive mother who conceived on cART. She was very compliant 
with prophylaxis and on all occasions during pregnancy the plasma viral load was <50 HIV 
RNA copies/mL. During labour, she was given intravenous zidovudine and has decided to 
breastfeed exclusively despite advice to the contrary. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 20-22 


A | Administer corticosteroids and await onset Delivery by caesarean section at 32+’—34+0 
of vaginal delivery from 32+° weeks weeks after corticosteroids 

B | Administer corticosteroids and await onset Elective CS at 34*° weeks of gestation 
of vaginal delivery from 34+° weeks 

C | Administer corticosteroids and await onset Elective CS at 36+ weeks of gestation 
of vaginal delivery from 36*° weeks 

D | Administer corticosteroids and deliver Elective CS at 36+°-37+° weeks of 

gestation 

E | Administer corticosteroids and deliver by Induction of labour at 36*+°-37+° weeks of 
CS gestation 

F | Administer corticosteroids and deliver at Selective feticide and continuation of 
34+9_36+° weeks of gestation pregnancy until 32+? 

G | Admit for bed rest Induction of labour now 

H | Await onset of vaginal delivery from Selective feticide and continuation of 
37*° weeks pregnancy until 34*° weeks 

I | Delivery at less than 32+°-34+° weeks of T | Selective feticide and continuation of 
gestation pregnancy until 34+°-36*° weeks 

J | Delivery at 32+°-34+° weeks after U | Selective feticide and induction of labour 
corticosteroids 

K | Delivery at 34+°-36*+° weeks of gestation 


Instructions: The patients described below have all been diagnosed with monochorionic twin 
pregnancies and are being monitored with serial ultrasound scan. For each patient, choose from the 
above option list the best management and/or time for delivery. Each option may be chosen once, 
more than once or not at all. 


20. 


21. 


22. 


The patient is a 25-year-old primigravida with MCDA twins complicated by TTTS. She had 
endoscopic laser ablative treatment at 24 weeks of gestation and is now at 30 weeks of ges- 
tation. Serial ultrasound scan assessments show the twins growing consistently on the 7th 
centile for the AC and with end-diastolic flow present on umbilical artery Doppler and normal 
MCA Doppler. 

The woman is now at 30 weeks of gestation and with MC/DA twins in which one of them 
has been diagnosed as severely growth restricted (SFGR) with an abnormal ductus venosus 
Doppler waveform (reversed flow during atrial contraction) and a computerized CTG showing 
short-term variation. 

The 30-year-old woman with MC/DA twins has been diagnosed with type I sFGR and is 
being monitored. Fetal growth is satisfactory at the last ultrasound scan today at 32 weeks of 
gestation. 


231 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 23-24 


A | Alternate weekly umbilical artery | J | Serial two weekly ultrasound scan from 16 weeks 
and middle cerebral artery 
pulsatility index and peak systolic 
velocity and ductus venosus 


Doppler 
B | Daily umbilical artery and K | Serial two weekly ultrasound scan EFW and 
middle cerebral artery pulsatility umbilical artery Doppler PI 


index and peak systolic velocity 
and ductus venosus Doppler 


C | MRI after 1 week L | Serial two weekly ultrasound scan estimation of liquor 
volume by DVP in, biometry and umbilical artery PI 


D | MRI after 2 weeks M | Two weekly ultrasound assessment with calculation 
of EFW discordance, and measurement of liquor 
volume by DVP, middle cerebral artery Doppler PSV 
and umbilical artery PI 


E | MRI after 3 weeks N | Two weekly ultrasound assessment with umbilical 
artery and middle cerebral artery pulsatility index 
and peak systolic velocity 


F | MRI after 4 weeks O | Two weekly ultrasound assessment with umbilical 
artery and middle cerebral artery pulsatility index and 
peak systolic velocity and ductus venosus Doppler 


G | MRL after 5 weeks P | Ultrasound assessment after 2 weeks (biometry, 
liquor volume and Doppler velocimetry of the MCA, 
umbilical artery and ductus venosus Doppler) 


H | MRI after 6 weeks Q | Ultrasound assessment with umbilical artery PI, middle 
artery PSV and PI and ductus venosus Doppler. 


I_ | Serial two weekly ultrasound 
scan from 14 weeks 


Instructions: Each of the patients described below is pregnant with monochorionic twins and has 
been diagnosed with a complication. For each case, select from the above option list the single most 
appropriate monitoring of the pregnancy that you will recommend. Each option may be chosen 
once, more than once or not at all. 


23. A 29-year-old in her second pregnancy with monochorionic twins is seen at 28 weeks of gesta- 
tion following ultrasound assessment. The assessment reports that there is growth discordancy 
of 15%. The small twin has an amniotic fluid DVP of 2.1 cm, while the larger twin has a DVP 
of 7.8 cm. The umbilical artery Doppler of both twins shows end-diastolic flow; the middle 
cerebral artery Doppler of the small twin has a PSV of 1.6 multiples of the median (MoM), 
while that of the larger twin has a PSV MoM of 1.0. 

24. A 33-year-old woman with monochorionic spontaneously conceived twin pregnancy is seen at 
20 weeks for ultrasound assessment. The biometry is performed as well as liquor quantification 
and there is a suspicion of TTTS. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 25-26 


A_ | Await spontaneous onset of labour I | Expectant management 
B | Electronic fetal monitoring (EFM) J | External cephalic version 
C | Elective caesarean section at 38 weeks K | Fetal blood sampling 
D | Elective caesarean section at 39 weeks L | Fetal blood sampling and sustained 
pressure 
E | Emergency caesarean M | Induction of labour 
section — category 1: fetal 
F | Emergency caesarean N | Mid-cavity forceps delivery 
section — category 1: maternal 
G | Emergency caesarean O | Ventouse delivery 
section — category 2: fetal 
H | Emergency caesarean 
section — category 2: maternal 


Instructions: For each of the women described below, who are a known carrier of an inherited 
bleeding disorder, choose from the above option list the single most acceptable step you will take in 
their management. Each option may be chosen once, more than once or not at all. 


25. You have been called to see a 23-year-old carrier of haemophilia A in labour at 6 cm dilata- 
tion with variable decelerations that have persisted for the last 30 min. She was told after her 
ultrasound scan at 20 weeks that she is carrying a male fetus. 

26. You see a 25-year-old woman at 37 weeks of gestation to plan her delivery. She is a carrier of 
haemophilia B with a male fetus that is thought to have moderate-to-severe haemophilia. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 27-29 


A | Abandon ECV and offer elective CS K | ECV at 37 weeks 

B | Acupuncture L | ECV in labour 

C | Breech extraction M | Internal podalic version and assisted 
breech delivery 

D | Category 1 CS: fetal N | Internal podalic version and breech 
extraction 

E | Category 2 CS: fetal O | Moxibustion at 33-35 weeks 

F | Continue monitoring on the left side for P | Moxibustion at 35-37 weeks 

6 min 

G | Continue with ECV Q | Proceed to CS 

H | Continue with ECV — until four attempts R | Ultrasound scan 

I | Electronic fetal monitoring S | Ultrasound scan assessment for suitability 
for vaginal breech delivery 

J | ECV at 36 weeks 


Instructions: The women described below are attending the antenatal clinic for their routine visits 
or are in labour. They are known to have a breech presentation. For each woman, choose from the 
above option list the single most appropriate recommendation you will offer with respect to the man- 
agement of the breech presentation. Each option may be chosen once, more than once or not at all. 


27. A multiparous woman presents at 35 weeks of gestation for counselling about vaginal breech 
delivery. The baby has been presenting by the breech since she was 28 weeks pregnant. She had 
an uncomplicated vaginal delivery of a 3456 g male infant 2 years ago. An ultrasound scan 
today shows the baby to be a complete breech with an estimated weight of 3000 g. 

28. A 29-year-old primigravida has undergone an ECV at 36* weeks of gestation and was placed 
on a CTG, which shows a fetal bradycardia. 

29. An ECV is being attempted on a 30-year-old multiparous woman at 36 weeks of gestation. 
Four attempts have been made within 10 min without success. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 30-32 


1:100,000 adrenaline 


A | Blood transfusion M | IV 0.5 mL (500 pg) of 1:1000 adrenaline 
B | Commence CPR at the rate of 30:2 N |IV 10 mL 10% calcium gluconate 
C | Commence CPR at the rate of 60:2 O |IV labetalol 
D | Commence CPR at the rate of 100:10 P | IV magnesium sulphate 
E | Commence CPR at the rate of 100:2 Q | Intravenous crystalloids (20 mL/kg) 
F | Continue with CPR for 4 min R | IV intralipid 20% (1/5 mL/kg over 
one min) 
G | CVP line S | Perform a perimortem CS in the interest of 
the fetus 
H | IM 0.5 mL (50 ug) of 1:10,000 adrenaline | T | Perform a perimortem CS in the interest of 
the mother 
I | IM0.5 mL (100 pg) of U | Perform a perimortem CS in the interest of 
1:100,000 adrenaline the mother and fetus 
J |IM 0.5 mL (500 wg) of 1:1000 adrenaline | V | Vasopressor (e.g. norepinephrine) 
IV 0.5 mL (50 Lg) of 1:10,000 adrenaline | W | Vasopressor and inotrope (e.g. 
dobutamine) 
L |IV 0.5 mL (100 ug) of 


Instructions: The women described below are being managed by the team after they collapsed at 
home/in hospital. For each woman, choose from the above option list the single most appropriate 
next step to take in her management. Each option may be selected once, more than once or not at all. 


30. A 30-year-old woman had a vaginal delivery with an episiotomy. This was repaired by the ST3 
who used a local anaesthetic agent. Shortly after administering 20 mL of 1% lignocaine, the 
patient started complaining of light headedness and twitching. She has collapsed having lost 
consciousness and is having tonic-clonic convulsions. 


31. 


32. 


A 30-year-old woman is admitted with features of septic shock 3 days after a normal vaginal 
delivery. She collapsed at home and was found to be hypotensive and hypothermic. She is 
now commenced on broad-spectrum antibiotics, and her blood samples are sent for various 
investigations. Her lactate level is found to be 6 mmol/L. 


A 28-year-old woman collapsed on the unit following antibiotic administration for Group B 
carrier status. She has an urticarial rash and complains of difficulties in breathing. There are 


multiple rhonchi on her chest. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 33-35 


A | Breech delivery — assisted G | One further attempt at delivery (with 
Ventouse) 

B | Breech extraction H | Rotational forceps (Kielland’s/Kjelland’s) 
delivery 

C | Emergency CS I | Trial of instrumental delivery in theatre 

D | External cephalic version J | Ventouse metal cup delivery 

E | Internal podalic version and breech K | Ventouse silastic cup delivery 

extraction 
F | Neville-Barnes forceps delivery L | Wrigley’s forceps delivery 


Instructions: The women described below are in the second stage of labour and require interven- 
tions to either plan or expedite delivery. For each case, select from the above option list the single 
most appropriate intervention you will recommend to manage the stage of labour. Each option may 
be chosen once, more than once or not at all. 


33. 


34. 


35. 
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A 22-year-old primigravida is in labour at 39 weeks of gestation. This is an uncomplicated 
pregnancy. She progresses to full dilation after 8 h in the first stage. As she has an epidural, the 
passive second stage is left to last for 2 h. One hour after active pushing, the vertex descends to 
0 + 2. A ventouse is applied three times and the head is now sitting on the perineum with the 
last pull, which also succeeds. 

A 22-year-old multigravida went into spontaneous labour a few hours ago. She progressed rap- 
idly to full dilatation. After 1 h in the passive second stage, she started pushing. She has been 
pushing for 1 h, and the head is still not delivered. You are called to review her on account of 
prolonged second stage of labour. You examine and find that the head is 2/5 palpable per abdo- 
men. Vaginally, the vertex is at 0 + 2 with moulding and caput formation. 

A 20-year-old primigravida is in labour at 39 weeks of gestation having been induced for pre- 
eclampsia. She progresses to full dilation and develops variable decelerations and reduced 
baseline variability. The vertex is at 0 + 1 in the left occipito-anterior position. A fetal blood 
sampling shows a pH of 7.22 with a BE of —6 mEq/L. The vertex is at the spines +1. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 36-38 


A | Achieve a central oxygen saturation N | Emergency CS under spinal 
(SiO,) >70% 
B | Achieve a CVP of >8 mmHg O | Gentamycin and tazocin 
C | Administer IVIG through a blood P | Induce vaginal delivery 
warming device 
D | Administer VIG through a routine IV line | Q | Metronidazole and co-amoxiclav 
E | Administer prophylactic antibiotics and R_ | Observe baby 
observe baby 
F | Administer vasopressors for BP control S | Prophylactic antibiotics 
G | Cefuroxime and metronidazole T | Refer to critical care team 
H | Clindamycin and tazocin U | Steroids and deliver 
I | Commence on Meows chart V | Transfer to the intensive care unit 
J | Consider prophylactic antibiotics W | Warn to seek medical attention if 
symptoms develop 
K | Deliver crystalloids at a dose of 20 mL/kg 
L | Emergency CS under GA 
M | Emergency CS under epidural 


Instructions: For each of the women described below with a diagnosis of genital sepsis, select from 
the above option list the single most appropriate management you would recommend. Each option 
may be chosen once, more than once or not at all. 


36. 


37. 


38. 


A 22-year-old woman who delivered 1 week ago is admitted in shock. Following investiga- 
tions, she is diagnosed as a case of severe sepsis and commenced on broad-spectrum antibi- 
otics and intravenous fluids. Her measured serum lactate level was 7 mmol/L, and she was 
therefore given crystalloids at a dose of 20 mL/kg. Despite this medication, her blood pressure 
remains low. 

A 31-year-old woman had a spontaneous miscarriage at 18 weeks of gestation following rup- 
ture of fetal membranes. The liquor had been described as offensive. A few days later, she 
presented with a fever and a generalized rash, which was macula in appearance. She was com- 
menced on antibiotics in accordance with the sepsis care bundle regimen. She continues to 
deteriorate despite modification of the antibiotic combination. 

A 20-year-old primigravida is admitted in labour at 40 weeks of gestation. She develops a fever 
of 38.5°C at 5 cm dilation. Antibiotics and antipyretics are commenced. The temperature falls 
to 37.6°C but she remains tachycardic. A diagnosis of sepsis is made, and continuous electronic 
fetal monitoring initiated, and blood samples are sent for lactate measurement. The fetal heart 
rate now shows a tachycardia of 180 bpm with reduced baseline variability and persistent late 
decelerations. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 39—41 


A | Aciclovir 400 mg tds for 5 days and Intravenous aciclovir and CS 
paracetamol and 2% topical lidocaine gel 
B | Aciclovir 400 mg tds for 5 days Intravenous aciclovir intrapartum and 
postnatal 
C | Aciclovir 400 mg tds for 7 days Intravenous aciclovir to the mother 
(20 mg/kg) and IV to baby (5 mg/kg), 
both 8 hourly 
D | Aciclovir 400 mg tds from 36 weeks until Intravenous aciclovir to the mother (5 mg/ 
delivery kg) and IV to baby (20 mg/kg), both 
8 hourly 
E | Aciclovir 400 mg tds until delivery Refer to GUM clinic and start treatment 
F | Corticosteroids, 400 mg tds aciclovir until Refer to GUM physician to investigate and 
delivery start treatment 
G | Corticosteroids and IV aciclovir Screen for fetal abnormalities by 
5 mg/kg 8 hourly ultrasound scan 
H | Corticosteroids and IV aciclovir 20 mg/kg Screen for fetal growth restriction by 
8 hourly ultrasound scan 
I | Emergency CS and intravenous aciclovir Screen for other STI and commence 
aciclovir 400 mg tds for 5 days 
J | Intravenous aciclovir Screen for STIs and commence on 
aciclovir 400 mg tds until delivery 


Instructions: For each of the women described below, choose from the above option list the single 
most appropriate treatment you will recommend. Each option may be chosen once, more than once 
or not at all. 


39. A 24-year-old woman is seen at 24 weeks of gestation with recurrent vulval herpes. The first 
episode was 6 months ago and was treated with aciclovir. When she is examined, there are no 
lesions on the vulva and vagina. Screening for other STIs is negative. 


40. 


41. 
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A 20-year-old primigravida is seen at 39 weeks of gestation in labour. She also complains of 
painful vulval blisters. These blisters are thought to be herpetic on examination. She is 6 cm 
dilated having ruptured membranes prior to presentation. A sample has been sent for PCR. 
A CS is discussed but she insists on a vaginal delivery. 


A 21-year-old primigravida visits at 33 weeks of gestation complaining of leakage of water. 
At speculum examination, vulval blisters typical of herpes simplex are found. A pool of clear 
fluid is also found in the vagina as well as coming through the cervix. A diagnosis of PPROM 
is made, and a sample of fluid from the blisters sent for viral PCR, which confirms infection 


with herpes. This is her first episode. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 42—43 


A | Anaphylaxis N | Manage as potentially infectious from 
8-28 days after the exposure 
B | Avoid pregnancy for 4 weeks O | Offer antenatal screening 
C | Avoid pregnancy for 6 weeks P | Offer termination 
D | Avoid pregnancy for 8 weeks Q | Offer VZVIG as soon as possible 
E | Blood test to determine VZ immunity or R | Oral aciclovir 400 mg tds for 5 days 
non-immunity 
F | Check varicella zoster virus (VZV) IgM S | Postpartum vaccination 
and if negative reassure and back to 
midwifery care 
G | Commence on aciclovir 800 mg tds for T | Reassure and continue routine care 
7 days 
H | Commence on aciclovir 800 mg tds for U | Refer to fetal medicine for USS in 
7 days and refer for fetal medicine for 5 weeks from onset of rash 
ultrasound in 5 weeks 
Inform healthcare worker immediately V_ | VZVIG and oral aciclovir to mother 
J | Intravenous aciclovir W | VZV antibodies in stored antenatal 
booking blood sample 
K | Manage as potentially infectious for the X | VZIG to neonate 
next 7 days 
L | Manage as potentially infectious for the Y | VZVIG to neonate and mother 
next 14 days 
M | Manage as potentially infectious from 8 to 
21 days after the exposure 


Instructions: These pregnant women have either been exposed to someone with chickenpox or 
have developed symptoms of chickenpox. For each woman, choose from the above option list the 
best treatment/advise you will offer. Each option may be selected once, more than once or not at all. 


42. A 31-year-old G2P1 attends for booking at 12 weeks of gestation and reports exposure to some- 
one with chickenpox. She is from a tropical country and cannot remember having chickenpox. 


43. A 26-year-old woman who is known to be seronegative for chickenpox antibodies contacts the 
GP because she has had contact with someone with chickenpox. She is now at 20 weeks of 
gestation. 
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EMQ QUESTIONS — EMQ OBSTETRICS 


Option list for questions 44-45 


: PAPER IV 


A | Buccal midazolam I_ | Intravenous phenytoin 
B | Caesarean section J | Lorazepam — oral 

C | Clobazam - oral K | Magnesium sulphate 
D | Fosphenytoin L | Phenytoin — oral 

E | Induction of labour M | Rectal diazepam 

F | Intravenous clobazam N | Tocolysis 

G | Intravenous diazepam O | Ventilate 

H | Intravenous lorazepam 


Instructions: The patients described below who are known to suffer from epilepsy in pregnancy 
are in labour. For each patient, choose from the option list the most suitable medication to admin- 
ister to control their seizures or complications thereof. Each option may be chosen once, more than 


once or not at all. 


44, A 29-year-old epileptic woman is admitted in labour at 38 weeks of gestation. She was 5 cm 
dilated on admission. Her vital signs and CTG have all been normal. You have been informed 


45. 
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that she has tonic-clonic seizures. These have now lasted for about 6 min. 


A 20-year-old woman who is known to suffer from tonic-clonic seizures is in labour at 
40 weeks of gestation. She was last examined an hour ago. She refused to have an epidural and 
has been using ‘gas and air’ for pain relief. She started having seizures and was given intrave- 
nous lorazepam as a start dose followed by another dose 10 min later as the seizures continued. 


Unfortunately, this has failed to control the seizures. 


EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 46—48 


A | Autoimmune disease I | Renal disease 

B | Chromosomal abnormality J | Severe anaemia 

C | Cytomegalovirus (congenital) K_| Structural abnormality 

D | Essential hypertension L | Substance abuse 

E | Haemoglobinopathy M | Syphilis (congenital) 

F | Karyotypic abnormality N | Thrombophilia 

G | Maternal undernutrition O | Toxoplasmosis (congenital) 
H | Pre-eclampsia 


Instructions: For each patient described below with small-for-gestational age (SGA)/fetal growth 
restriction (FGR) issue, choose from the above option list the single most likely cause of the SGA/ 
FGR. Each option may be chosen once, more than once or not at all. 


46. 


47. 


48. 


A 23-year-old primigravida is seen at 30 weeks gestation having been referred by the midwife 
with an SFH measuring only 26 cm. She was ordered an ultrasound scan, which has been 
reported as AC below 10th centile and head circumference below the 5th centile. Liquor vol- 
ume is normal, and there is a mild hepatomegaly. 

A 20-year-old primigravida attends for her detailed ultrasound scan at 22 weeks gestation. No 
obvious structural abnormality is found, but the baby is symmetrically small (AC and EFW 
<5th centile) and there is polyhydramnios. Uterine artery Doppler is normal. There are no risk 
factors for SGA in the patient. 

A 19-year-old woman attended at 20 weeks for her anomaly scan and there were echogenic 
areas in the abdomen and intracranially. She was counselled but elected to have no further 
tests. She was therefore booked for a follow-up ultrasound scan at 28 weeks of gestation. 
This shows hydrocephaly and an AC <10th centile with normal liquor volume. The umbilical 
artery Doppler is normal. 
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EMQ QUESTIONS — EMQ OBSTETRICS: PAPER IV 


Option list for questions 49-50 


A | Cardiotocography Twenty-four-hour urinalysis for protein 
quantification 
B | Cardiotocography if fetal activity is Ultrasound for growth and liquor volume 
normal 
C | Kidney function, electrolytes and liver Ultrasound for growth, liquor volume and 
function tests at presentation umbilical artery Doppler 
D | Kidney function, electrolytes and liver Ultrasound for growth, liquor volume 
function tests at presentation and then assessment and umbilical artery Doppler 
monitor weekly at 28-30 weeks 
E | Kidney function, electrolytes and liver Ultrasound for growth, liquor volume and 
function tests at presentation and further umbilical artery Doppler velocimetry 
tests only if proteinuria at subsequent starting at 28-30 weeks and then 4 weeks 
visits later 
F | Mid-stream urine for culture and Ultrasound for growth, liquor volume and 
sensitivity umbilical artery Doppler at 34 weeks 
G | Repeat cardiotocography Urinalysis with automated 
reagent-strip device reading 
H | Spot urinary protein:creatinine ratio 


Instructions: Select from the above option list the single most appropriate investigation you will 
recommend for each of the patients described below. Each option maybe selected once, more than 
once or not at all. 


49. A 33-year-old G3P2 is seen at 34 weeks of gestation with a BP of 166/110 mmHg. She is 
asymptomatic and does not have any proteinuria. Fetal growth is normal as evidenced by the 
symphysio-fundal height measurement. She also had an ultrasound scan 2 weeks ago that 
showed normal fetal growth. She has been admitted onto the antenatal ward for control of her 


50. 
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BP with labetalol. 


You have seen a 34-year-old woman with a BP of 155/105 mmHg in the antenatal clinic at 
35 weeks of gestation and have assessed and decided to commence her on labetalol. Fetal 
growth is normal, and urinalysis was negative for protein. The plan is for the midwife to check 


her BP twice weekly in the community. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER | 


EMQ Gynaecology: Paper | 


Option list for questions 1-4 


negative, 3 yearly 


A | Cytology in 3 months L | Follow-up cytology, HPV test of cure with 
or without colposcopy at 3 months 
B | Cytology in 6 months M | Follow up cytology, HPV test of cure with 
or without colposcopy at 6 months 
C | Cytology in 12 months N | Follow-up cytology, HPV test of cure with 
or without colposcopy at 12 months 
D | Cytology and colposcopy in 6 months O | HPV triage 
E | Cytology and colposcopy in 12 months P | Referral for colposcopy 
F | Cytology and human papilloma virus Q | Repeat HPV testing 
(HPV) triage in 3 months 
G | Cytology and HPV triage in 6 months R | Routine 3 yearly recall 
H | Cytology and HPV test of cure in S | Routine 5 yearly recall 
6 months 
I | Cytology and HPV test of cure in T | Yearly cytology for 9 years 
12 months 
J | Follow-up cytology at 12 months and if U | Yearly cytology for 10 years 
normal, yearly for 9 months 
K | Follow-up cytology at 12 months and if 


Instructions: Each of the women detailed below has undergone screening for cervical cancer. 
Choose from the above option list the single most appropriate next step in the management of the 
patient’s screening. Each option may be chosen once, more than once or not at all. 


1. 
2. 


A 28-year-old woman’s routine cervical cytology has been reported as low-grade dyskaryosis. 


A 28-year-old woman had a routine recall cytology 3 weeks ago. This was reported as bor- 
derline changes in squamous and therefore a reflex HPV test was performed. The HPV test is 


inadequate. 


A 28-year-old woman attended for her routine recall cytology, which was low-grade dyskaryo- 
sis and therefore had HPV triage, which was reported as inadequate. 


A 25-year-old teacher had her routine cytology 1 week ago. This was reported as low-grade 
dyskaryosis, and therefore, an HPV triage test was performed. This has been reported as 


positive. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for questions 5-8 


A | Aspiration for cytology M | Measure CA125 and LDH 
B_ | Computed tomography (CT) scan N | Measure LDH 
C | Contrast-enhanced MRI O | Positron emission tomography (PET) scan 
D | Diagnostic laparoscopy P | Reassure and arrange follow-up scans in 
4-6 months 
E | Doppler of the ovarian arteries Q | Reassure and discharge from follow-up 
Full physical examination R | Referral to a gynaecological 
multidisciplinary team 
G | Magnetic resonance imaging (MRI) S | Staging laparotomy 
H | Measure B-hCG T | Three-dimensional ultrasound scan (TA) 
I | Measure CA125 U | Three-dimensional ultrasound scan (TVS) 
J | Measure CA125 and CA19-9 V | Transabdominal ultrasound scan 
K | Measure CA125, CA19-9, AFP, B-hCG, W | Transabdominal ultrasound scan and 
and LDH CA125 
L | Measure CA125, B-hCG, and LDH Z | Transvaginal ultrasound scan 


Instructions: For each of the patients described below, choose from the above option list the single 
most appropriate next step in their management. Each option may be chosen once, more than once 
or not at all. 


5. 
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A 60-year-old postmenopausal woman is seen in the clinic for follow-up after she had a trans- 
vaginal ultrasound scan as part of the investigation for vague lower abdominal pain. The scan 
shows a left unilocular simple ovarian cyst measuring 45 x 35 x 50 mm. She is otherwise 
asymptomatic. 


A 59-year-old postmenopausal woman is seen in the gynaecology clinic after she was referred 
by her GP with what is suggestive of irritable bowel syndrome over the last 12 months. Medical 
treatment has been ineffective. She has a family history of ovarian cancer in her mother who 
died 8 years ago. 


An ultrasound scan was performed on a 60-year-old postmenopausal woman with a suspi- 
cious pelvic mass on abdominal examination as part of the investigation for vague new 
onset symptoms, and the CA125 level was reported as 356 IU/mL. The scan is reported 
as ‘complex multiseptated left ovarian mass measuring 61 x 45 x 67 mm with associated 
ascites in the pelvis’. 


A 60-year-old woman had an ultrasound scan arranged by the GP | year ago and it demon- 
strated a 40 mm unilocular ovarian cyst. She remained asymptomatic but has been referred 
for a reassurance ultrasound scan 12 months later, which shows that the cysts have remained 
unchanged. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER | 


Option list for questions 9-11 


A | Bladder biopsy H | Potassium sensitivity test 
B | Bladder diary (frequency and volume I | Urinalysis 
diary/chart) 

C | Bladder drilling J | Urine culture for Ureaplasma and 
Chlamydia 

D | Cystoscopy K | Urine cytology 

E | Fluid diary L | Urine for M/C/S 

F | Food diary M | Urodynamics 

G | Hydrodistension of the bladder 


Instructions: All the patients described below presented with symptoms suggestive of bladder pain 
syndrome (BPS) in secondary care. For each patient, choose from the above option list the single 
most appropriate next investigation you will undertake. Each option may be chosen once, more than 
once or not at all. 


9. 


10. 


11. 


A 37-year-old woman was seen in the clinic with suprapubic and vaginal pain of 6 months 
duration. In addition, she also complained of an aching and burning sensation during voiding. 
She indicates that voiding from time to time relieves her of her suprapubic pain. Her symptoms 
are aggravated by stress, acidic beverages and sexual intercourse. Following examination, you 
perform a urinalysis, which reveals leucocytes +++, protein ++ and nitrites ++. A culture is 
sent for testing, but the test result is negative. 

A 65-year-old woman is seen with a history of painful micturition, vaginal pain as well as pain 
in the suprapubic region. She comments on passing that she wakes up several times at night 
and feels that this is stressing her out and making her symptoms worse. You have examined 
and found tenderness in the suprapubic region and along the anterior vaginal wall. A urinaly- 
sis revealed blood +++ and leucocytes. A specimen is sent for culture, but the test result is 
negative. 

A 50-year-old woman has been visiting the clinic for the last 6 months with a diagnosis of BPS 
and also symptoms of stress urinary incontinence, which were attributed to the BPS. She has 
failed to respond to treatment. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for questions 12-15 


A | Computed tomographic scan (CT scan) H | Magnetic resonance imaging (MRI) 

B | Examination under anaesthesia I_ | Pipelle endometrial biopsy 

C | Follow-up ultrasound in 3 months J | Reassurance 

D | Follow-up ultrasound in 6 months K | Sharp curette 

E | Follow-up ultrasound in 12 months L | Transabdominal ultrasound of the pelvis 
F | Hysteroscopy M | Transvaginal ultrasound of the pelvis 

G | Hysteroscopy and biopsy N | Vaginal examination 


Instructions: All the women described below present with postmenopausal bleeding. For each 
case, select from the above option list the single most appropriate next step in the management of 
the patient. Each option may be chosen once, more than once or not at all. 


12. 


13. 


14. 


15. 
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A 59-year-old woman presents with postmenopausal bleeding of 3 days duration. A transvagi- 
nal ultrasound scan performed as an outpatient procedure is reported as ‘normal size uterus 
with an irregular endometrium of 3.5 mm in thickness’. 

A 62-year-old woman is seen in the gynaecology clinic with a 3-week history of spotting vagi- 
nally. A pelvic examination fails to reveal any abnormality. A transvaginal ultrasound scan 
shows a double-layer endometrial thickness measuring 3.7 mm. 

You have seen a 60-year-old woman in the clinic with postmenopausal spotting of 2 months 
duration. The GP has referred her as a case of cervical polyp. You examine and find a polyp 
protruding through the cervix. You avulsed this and sent for histological examination. This has 
been reported as an endometrial polyp with hyperplasia within it. 

A 63-year-old woman was referred because of postmenopausal bleeding of 4 weeks duration. 
A pelvic examination was unremarkable. A transvaginal ultrasound scan showed a smallish 
uterus with an endometrial thickness of 3.5 mm and a suspected small endometrial polyp. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for questions 16-20 


A | Black cohosh I | Progestogen 

B | Cognitive behavioural therapy J |SNRI 

C | Clonidine K | SSRI - fluoxetine 

D | Combined oestrogen and progestogen L | SSRI - paroxetine 
contraception 

E | Combined oestrogen-progestogen M | St John’s wart 
hormone replacement therapy (HRT) 

F | Oestrogen (oral) N | Transdermal combined HRT 

G | Oestrogen and progestogen and O | Vaginal oestrogen 
testosterone 

H | Isoflavones 


Instructions: For each of the patients described below, choose from the above option list the single 
most effective form of HRT you will recommend. Each option may be chosen once, more than once 
or not at all. 


16. 


17. 


18. 


19, 


20. 


A 39-year-old woman has been diagnosed with premature ovarian failure having presented 
with symptoms including amenorrhoea of 7 months, hot flashes, night sweat and loss of libido. 


A 51-year-old woman who attained menopause 6 months ago presents with a low mood and 
intermittent anxiety. She is otherwise well and not on any medication. 


A 49-year-old woman who had a total abdominal hysterectomy 4 years ago presents with 
severe vasomotor symptoms of hot flashes, night sweats, low mood and lack of interest in sex. 


A 56-year-old woman attends because of a low sexual desire despite having been on combined 
oestrogen and progestogen HRT for the last 3 years. 


A 53-year-old woman on tamoxifen for breast cancer diagnosed 3 years ago presents with 
menopausal symptoms that have failed to respond to cognitive behavioural therapy (CBT). 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for questions 21-24 


A | Danazol K | Myomectomy 
B | Endometrial ablation L | Non-steroidal anti-inflammatory drugs 
(NSAIDS) 


C | Etamsylate Oophorectomy at the time of hysterectomy 


oS 


Gonadotrophin-releasing hormone agonist Oral progestogens 


om AK 


E | Gonadotrophin-releasing hormone Total abdominal hysterectomy and 
analogue and total abdominal bilateral salpingo-oophorectomy 
hysterectomy and bilateral 
salpingo-oophorectomy and Add-back 


therapy 
F | Hysterectomy P | Total abdominal hysterectomy and 
bilateral salpingo-oophorectomy and 
lymphadenectomy 
G | Injected progestogen Q | Tranexamic acid 


H | Laparoscopic hysterectomy and bilateral R | Ulipristal acetate 
salpingo-oophorectomy 


I | Levonorgestrel intrauterine system S | Uterine artery embolization 
(LNG-IUS) 


J | Luteal phase oral progestogens 


Instructions: For each of the patients detailed below, select from the above option list the single 
most appropriate next treatment you will offer for heavy menstrual bleeding. Each option may be 
chosen once, more than once or not at all. 


21. A 30-year-old woman presents with heavy menstrual bleeding. Her periods occur every 
30 days and are heavy and prolonged, associated with significant dysmenorrhea. She has had 
one normal vaginal delivery. A bulky uterus is suspected on bimanual examination. You initi- 
ate investigations including an ultrasound scan and FBC. 

22. A 35-year-old mother of three children has been seen in the Gynaecology Clinic with heavy 
menstrual bleeding of 3 years duration. Her Hb analysis performed at the GP’s surgery is 
100 g/L. You examine and suspect small uterine fibroids. She is not hypertensive and does 
have any associated dysmenorrhea. You request for an ultrasound scan. 

23. Anultrasound scan has been performed on a 37-year-old woman who has presented with heavy 
menstrual bleeding. Her Hb on presentation was 102 g/L. The ultrasound scan shows a fibroid 
measuring 5 cm in diameter. This is intramural but is pushing slightly into the endometrium. 

24. A 40-year-old woman who was sterilized 4 years ago has returned for follow-up after having 
been on various pharmaceutical treatments for heavy menstrual bleeding for 2 years. At this 
review visit, she indicates that she continues to bleed heavily. An ultrasound scan has been 
performed and this shows adenomyosis. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER | 


Option list for questions 25-28 


A | Allow a withdrawal bleed and insert new Start new patch as soon as remembered 

ring no later than 7 days after giving a new Day 1; additional non- 
hormonal contraception needed for the 
first 7 days (delay application at end of 
cycle) — and emergency contraception 
(EC) (if intercourse has occurred in 
extended interval) 

B | Apply new patch immediately and next Stop current contraceptive cycle and start 
patch change day remains; no additional a new cycle by applying a new patch 
precautions required giving it day 1; additional contraception 

needed for 7 days of the new cycle 

C | Emergency contraception, wash and Stop current contraceptive cycle and start 
re-insert and continue with cycle a new cycle by applying a new patch 

giving it day 1; no additional 
contraception needed 

D | Insert new ring as soon as possible but use Stop current patch cycle and start new 
precautions for 7 days 4-week cycle immediately by applying a 

new patch giving a new day; additional 
precautions needed for first 7 days 

E | Insert new ring and start a new cycle; no Take an active pill as soon as remembered 
additional precautions required and resume normal pill-taking; no need for 

additional precautions 

F |Reapply patch if sticky to the same site or Take an active pill as soon as remembered 
replace with a new patch and change patch and resume normal pill-taking but use a 
on the usual day; no need to use any backup contraception or abstain from sex 
contraception for 7 days 

G |Reapply patch if sticky to the same site or Take an active pill as soon as remembered 
replace with a new patch, giving it a new and resume normal pill-taking continuing 
Day one of the patch cycle; no need to use into the next active packet without the 
any contraception pill-free interval; in addition, offer EC 

with levonorgestrel (LNG) 

H | Rinse ring with cold water and re-insert; Take an active pill as soon as remembered 
additional precaution required for 7 days and resume normal pill-taking continuing 

into the next active packet without the 
pill-free interval; in addition, offer EC 
with ulipristal acetate (UPA) 

I | Start new patch as soon as remembered Take an active pill as soon as remembered 


giving a new Day 1; additional non- 
hormonal contraception needed for the 
first 7 days 


and resume normal pill-taking continuing 
into the next active packet without the 
pill-free interval 


(Continued) 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for questions 25-28 (Continued) 


remembered and resume normal pill- 
taking; no need for additional precautions 


S | Take an active pill as soon as remembered Take the next active pill as soon as 
and resume normal pill-taking continuing remembered and resume normal pill- 
into the next active packet without the taking, but use a backup contraception for 
pill-free interval; additionally, use backup 7 days or abstain from sex for 7 days 
contraception or avoid sex for 7 days 

T | Take an active pill as soon as remembered Take the next active pill as soon as 
and resume normal pill-taking continuing remembered and resume normal pill- 
into the next active packet without the taking, no need for additional precautions 
pill-free interval; in addition, offer EC or abstain from sex for 7 days 
with a copper intrauterine device 
(CU-IUD). 

U | Take the next active pill as soon as Wash and reinsert and continue with cycle 


Instructions: The women described below present for advice following missed contraception. 
For each woman, choose from the above option list the single most appropriate advice you will 
offer. Each option may be chosen once, more than once or not at all. 


25. 


26. 


27. 


28. 
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The patient is a 23-year-old woman who was on the combined hormonal oral contraceptive pill 
and missed one pill. 

The patient is a 19-year-old woman who uses the combined hormonal contraceptive patch. 
She noticed that the patch was displaced 24 h ago. 

The woman is a 28-year-old teacher who noticed that her combined hormonal contraceptive 
patch had been dislodged for 36—48 h. 

The 25-year-old medical doctor notices that the combined hormonal contraceptive patch she 
applied 3 days ago has fallen off. She is unsure when this fell off. This was the first patch and 
she has been having unprotected sexual intercourse (UPSI). 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER | 


Option list for questions 29-32 


A | B-hCG 48 h later J | B-hCG on days 4 and 7 and then weekly 
until it is plateau 

B | B-hCG on days 1 and 4 and then weekly K | B-hCG on days 4 and 7 and then weekly 
until negative until it is negative 

C | B-hCG on days 1 and 4 and then weekly L | B-hCG to start with and possibly repeat 
until less than 15 IU/L 48 h later 

D | B-hCG on days 1 and 4 and then weekly M | Ratio of initial to 48 h B-hCG 
until plateau 

E | B-hCG on days 1, 4 and 7 and then weekly | N_ | Reassure and discharge 
until it is plateau 

F | B-hCG on days 1, 4 and 7 and then weekly | O | Single B-hCG to determine management 
until it is less than 15 IU/L 

G | B-hCG on days 1, 4 and 7 and then weekly | P | Single methotrexate IM at a dose of 
until it is negative 50 mg/m? 

H | B-hCG on days 4 and 7 Q | Transvaginal ultrasound scan 

I_| B-hCG on days 4 and 7 and then weekly 


until it is less than 15 IU/L 


Instructions: The patients whose details are provided below have been diagnosed with an ectopic 
pregnancy. For each patient, choose from the above option list the single most useful step to take in 
their management. Each option may be chosen once, more than once or not at all. 


29. 


30. 


31. 


32. 


A 31-year-old mother of two presented with abdominal pain and irregular vaginal bleeding. 
A pregnancy test was positive, and a transvaginal ultrasound scan showed a left ectopic preg- 
nancy and some fluid in the pelvis. Following counselling, she opted for surgery. A laparo- 
scopic salpingotomy has just been performed. 

A 30-year-old woman presents with acute onset lower abdominal pain and amenorrhoea of 
6 weeks. A urine pregnancy test is positive. A transvaginal ultrasound scan shows a right ecto- 
pic pregnancy measuring 1.5 x 2 cm with no fetal pole. The B-hCG level has been reported as 
1500 IU/L. She is counselled and opts for methotrexate treatment. She has just been given a 
single intramuscular methotrexate at a dose of 50 mg/m?. 

A 33-year-old woman diagnosed with a left unruptured ectopic pregnancy opted for metho- 
trexate. She was given a single dose of intramuscular methotrexate, and B-hCG levels were 
quantified 4 and 7 days after the injection. The B-hCG levels have fallen only by 10%. 

A 19-year-old woman who is sexually active presents with lower abdominal pain and irregular 
vaginal bleeding. She is examined and found to be clinically stable. A urine pregnancy test is 
positive and a transvaginal ultrasound scan diagnoses a right ectopic pregnancy. She has been 
informed of the diagnosis and is about to be counselled about management. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for questions 33-36 


A | Choriocarcinoma G | Missed miscarriage 

B | Combined molar and viable pregnancy H | Persistent trophoblastic disease 

C | Complete molar pregnancy I | Placental site trophoblastic tumour 
D | Gestational trophoblastic neoplasia J | Threatened miscarriage 

E | Incomplete molar pregnancy K | Vanishing twin 

F | Invasive molar pregnancy 


Instructions: Each of the patients described below presented with early pregnancy complications. 
Select from the above option list the single most likely diagnosis. Each option may be chosen once, 
more than once or not at all. 


33. 


34. 


35. 


36. 
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An 18-year-old woman presents with excessive vomiting at 8 weeks of gestation. This is her 
first pregnancy. An ultrasound scan shows a gestational sac with no obvious fetal pole and no 
yolk sac. There are some cystic areas within the placenta. The ratio of the transverse to the 
anterior dimension of the sac is 2. 

A 22-year-old woman with vomiting and bleeding has been seen in the Early Pregnancy 
Assessment Unit. This is her second pregnancy. The first was 3 years ago and was a molar 
pregnancy. An ultrasound was performed and shows a ‘snow-storm-appearance’ in an enlarged 
uterus. 

A woman had an incomplete miscarriage and was offered an evacuation of retained products of 
conception. The histological examination shows oedematous trophoblastic tissue with no obvi- 
ous chorionic villi. 

An evacuation was performed on a 26-year-old woman for a failed pregnancy. The histology 
report showed that this was an incomplete molar pregnancy. She was registered with the 
regional trophoblastic referral centre and has been having her regular urinary hCG follow- 
up. The levels have failed to fall below 10,000 IU/L over the last 4 weeks. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER | 


Option list for questions 37-39 


A | Dracon swabs test H_| Radical excision 
B | Excisional biopsy I | Reassure as no need for follow-up 
C | Exfoliative cytology J | Staining with toluidine blue 
D | 5% Fluorouracil injection K | Three incision 
E | Iodine stain L | VIN (vulva intraepithelial neoplasia) 
follow-up 
F | Incisional biopsy M | Vulval cytology 
Local excision with sentinel node removal | N | Wide (standard) excision 


Instructions: The patients described below underwent various procedures on the vulva. For each 
patient, select from the above option list the single term that best describes the procedure. Each 
option may be chosen once, more than once or not at all. 


37. 


38. 


39. 


A 60-year-old woman presented with vulval itching and soreness of 3 months duration. 
She was examined and found to have a well-circumscribed raised whitish area on the left 
vulva. A tissue is taken that contains the interface between normal and abnormal epithelium 
and is large enough for the pathologist to adequately provide evidence of substage (Stage I 
vulval carcinoma). 

A 74-year-old presents with a localized small area of redness on the right labium majus. 
There is no associated bleeding and it is not irritating. She is examined and found to have 
a well-circumscribed discrete superficial lesion measuring 1 x 1 cm, which is thought to be 
vulval intraepithelial neoplasia with a low suspicion of invasive disease. There are no palpable 
lymph nodes. This lesion is removed under general anaesthesia such that all the abnormal 
epithelium is included. It is malignant, but the tissue removed does not provide a tumour-free 
zone of | cm (after fixation) on all dimensions. 

A gynaecological oncologist removes a 2-cm lesion of the right labium majorum from a 
78-year-old woman who presented with pain and itching of 6 months duration. Examination 
in the clinic has revealed a small pigmented swelling that measured 1.5 x 2 cm in diameter 
with no associated lymphadenopathy. The removed lesion is complete with at least 1 cm (after 
fixation) on all sides. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for question 40 


A | Adrenal tumour H | Hyperandrogenism 

B | Classical CAH I_ | Iatrogenic 

C |Conns syndrome J | Late-onset/non-classical CAH 

D | Constitutional K | Polycystic ovary syndrome (PCOS) 
E | Cushing’s syndrome L | Sertoli cell tumour 

F | Exogenous drugs M | Thyrotoxicosis 

G | Hypothyroidism 


Instructions: All the women described below presented with hirsutism. Choose from option list 
the single most likely endocrine pathology that fits with the clinical and/or biochemical picture. 
Each option may be chosen once, more than once or not at all. 


40. 
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A 43-year-old woman presents with rapidly developing hirsutism of 9 months duration. 
She also complains of baldness, amenorrhoea and weight gain. She was investigated for infer- 
tility and had ovulation induction with clomifene citrate 10 years ago. An ultrasound scan 
shows multiple cysts in the ovary. A follicular phase biochemistry is as follows: follicle stimu- 
lating hormone (FSH) 5.7 IU, luteinizing hormone (LH) 7.6 IU, and testosterone 5.1 nmol/L. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for questions 41-44 


A | Antibiotics and proceed with N | Inhibin B 
instrumentation 
B | Anti-Miillerian hormone (AMH) O | Reassure about ovulation 
C | Basal body temperature chart P | 21-day progesterone test 
D | Chlamydia trachomatis screening Q | 28-35 day progesterone test and then 
weekly until the next period 
E | C. trachomatis screening and tubal R | Salpingoscopy 
patency test 
F | CT scan of the brain S | Semen analysis 
G | Contrast hysterosalpingography (HSG) T | Serum prolactin 
H | Defer instrumentation until screening for | U | Thyroid function test 
infections 
I | Diagnostic laparoscopy and dye test V | Ultrasound scan of the pelvis 
J | Endometrial biopsy W | Vaginal mucus 
K | Falloposcopy 
L | Hysteroscopy 
M | HSG 


Instructions: Select from the above option list the next single best investigation you will offer to 
either the man or the woman who is being investigated for infertility. Each option may be selected 
once, more than once or not at all. 


41. A 30-year-old woman is being investigated for infertility of 2 years duration. Her cycles are 
regular, and the semen analysis of her husband is normal. She suffers from moderate dyspa- 
reunia and painful periods that have gradually associated with altered bowel habits during 
periods for the last 4 years. She is examined and found to be tender in the pelvis bilaterally 
with a suspected induration on both uterosacral ligaments. 

42. A 29-year-old woman whose periods are irregular (35—40 day cycles) attends for investigations 
for infertility. Her body mass index is 27 kg/m?. She confirms that her weight has increased 
from a BMI of 24 kg/m? 3 years ago to her current BMI. Her GP diagnosed PCOS and ordered 
some blood test which she had done during menstruation. An ultrasound scan was also per- 
formed, but all these tests were normal. Her partner of 4 years has a normal semen analysis, 
and they have been having unprotected sexual intercourse for the past 3 years. 

43. You see a 32-year-old woman with her partner of 5 years in the clinic with secondary infertil- 
ity. They have had two early miscarriages — the last one was two a half years ago. Her periods 
are regular, and they have unprotected sexual intercourse approximately 2—3 times per week. 
Her partner had a semen analysis at the clinic of GP, which was reported as normal. You exam- 
ine the woman and find nothing abnormal. 

44, A 39-year-old woman with a 4-year history of infertility has been listed for a diagnostic laparos- 
copy and dye test. She gives a history of cyclical pelvic pain worse during menstruation and lasting 
for a few days after. This is also associated with deep dyspareunia. At the pre-operative assessment 
on the morning of the surgery, your find that she has not had Chlamydia trachomatis screening. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER I 


Option list for questions 45-48 


A | Absorbent products, urinals and toileting | N | Percutaneous posterior tibial nerve 
agents stimulation 

B | Bladder training O | Percutaneous sacral nerve stimulation 

C | Biofeedback P | Percutaneous tibial nerve stimulation 

D | Botulinum toxin A Q | Refer to MDT 

E | Darifenacin R | Suprapubic catheter 

F | Desmopressin S | Tolterodine 

G | Electrical nerve stimulation and/or T | Tolterodine and bladder training 
biofeedback 

H | Indwelling urethral catheter U | Transcutaneous posterior nerve 

stimulation 

I | Intermittent self-catheterization V | Transcutaneous sacral nerve stimulation 

J | Lifestyle modification W | Transcutaneous tibial nerve stimulation 

K_ | Multicomponent behavioural therapy X | Transdermal OAB 

L | Oxybutynin hydrochloride Y | Weight loss 

M | Pelvic floor muscle training 


Instructions: The following women have been referred to the urodynamic clinic with urinary 
symptoms. For each patient, choose from the above option list the single best treatment you will 
recommend. Each option may be selected once, more than once or not at all. 


45. 


46. 


47. 


48. 
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A 52-year-old woman was referred to the clinic with symptoms highly suggestive of an over- 
active bladder (OAB). She had a filling and voiding cystometry, which lead to the diagnosis 
of OAB. She was offered bladder retraining that failed to achieve satisfactory benefit to her 
symptoms. 

A 70-year-old very fit woman has attended the clinic with frequency, urgency, urge inconti- 
nence and nocturia. She is examined and found to have mild prolapse of the anterior vaginal 
wall but is unable to contract the pelvic floor muscles. 

A 57-year-old woman who was diagnosed with OAB had treatment with various OAB drugs, 
but these failed to make any difference to her symptoms. She was then offered botulinum toxin 
A after appropriate counselling and a multidisciplinary review, but she declined. 

A 67-year-old woman presents with urinary incontinence associated with frequency, urgency 
and urge incontinence. She also suffers from nocturia. When you examine her, you find a lower 
abdominal mass, which is confirmed to be the bladder on ultrasound scan. A urinalysis per- 
formed in the clinic reveals nitrites++ and white blood cells. She is commenced on antibiotics 
and the bladder emptied, but she returns to the clinic 4 weeks later with the same symptoms. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER | 


Option list for questions 49-50 


A | Stage IA H | Stage IMAI 
B | Stage IB I | Stage IN[A2 
C | Stage IC1 J | Stage IIB 
D | Stage IC2 K | Stage INC 
E | Stage IC3 L | Stage IVA 
F | Stage ITA M | Stage IVB 
G | Stage IIB 


Instructions: Each of the patients described below has been diagnosed with an ovarian mass/cyst 
which is likely to be malignant. For each case, select from the option list the best stage of the can- 
cer. Each option may be used chosen, more than once or not at all. 


49. 


50. 


A 45-year-old woman had an ultrasound scan to investigate irregular vaginal bleeding and was 
found to have an on ovarian cyst that measured 6 x 6 cm on the right side. There were papillae 
in the cyst wall but no associated ascites. The CA125 level was found to be 240 IU/L. A staging 
laparotomy was therefore performed and findings at surgery included a unilateral tumour with 
intact capsule. There were no secondaries on the surface of the tumour, the omentum or the 
pelvic and abdominal peritoneal cavity. The retropelvic nodes were not palpable. Peritoneal 
washings were negative for malignant cells. She had a total abdominal hysterectomy, bilateral 
salpingo-oophorectomy and infra-colic omentectomy. The tumour was shown to be a well- 
differentiated serous cystadenocarcinoma. 

A 50-year-old woman has surgery for a large ovarian cyst. Findings at surgery include a 
10 x 7 cm left ovarian mass that has extended into the fimbrial end of the tube. Peritoneal 
washings are obtained, and a total abdominal hysterectomy, bilateral salpingo-oophorectomy 
and infracolic omentectomy are performed. The retroperitoneal nodes are negative. This has 
been shown histologically to be mucinous cystadenocarcinoma with negative cytology perito- 
neal washings. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


EMQ Gynaecology: Paper Il 


Option list for questions 1—4 


A | Diagnostic laparoscopy I | Serum B-hCG today, day 4 and 7 and then 
weekly until less than 15 IU/L 

B | Magnetic resonance imaging (MRI) J | Serum B-hCG today, day 4 and 7 and then 
weekly until negative 

C | Serum B-hCG and progesterone K | Serum progesterone 

D | Serum B-hCG now L | Three (3)-D ultrasound scan 

E | Serum B-hCG now and 48 h later M | Transabdominal ultrasound scan 

F | Serum B-hCG now and transvaginal N | Transvaginal ultrasound scan 

ultrasound in | week 
G | Serum B-hCG on day 4 and 7 O | Urine pregnancy test and serum B-hCG 
H | Serum B-hCG today and on day 4 


Instructions: The women described below present to the gynaecology emergency unit with symp- 
toms suggestive of an ectopic pregnancy. For each woman, choose from the above option list the 
single most useful investigation you will recommend. Each option may be chosen once, more than 
once or not at all. 


1. 
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A 35-year-old woman presenting with abdominal pain and spotting is investigated and follow- 
ing an ultrasound scan is suspected to have an interstitial pregnancy. The diagnosis is however 
uncertain. Serum B-hCG is 3000 IU/L. 

A 28-year-old woman is seen in the A&E with features highly suggestive of an ectopic preg- 
nancy. This is confirmed following a series of investigations. An ultrasound scan shows an 
adenxal cystic mass measuring 30 mm in diameter with no fetal pole but with a yolk sac. She is 
keen to have medical management. 

You have counselled a 26-year-old woman with an unruptured ectopic pregnancy who wishes 
to have methotrexate. She fulfils the criteria for medical management and has been given IM 
methotrexate at a dose of 50 mg/m?. 

A 26-year-old student has had methotrexate for the management of her ectopic pregnancy. 
During counselling, she wanted to know what during treatment will point to a higher chance 
of success. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 5-8 


A | Aphthous ulcer L | Lichen sclerosus 

B | Bacterial infections M | Lymphogranuloma inguinale 
C | Carcinoma of the vulva N | Lymphogranuloma venereum (LGV) 
D | Condylomata acuminate O | Molluscum contagiosum 

E | Condylomata lata P | Pediculosis pubis 

F | Chancroid (Haemophilus ducreyi) Q | Primary syphilis 

G | Entamoeba histological (ameobiosis) R | Secondary syphilis 

H | Enterobius vermicularis (threadworm) S_| Syphilis (Treponema pallidum) 
I | Granuloma inguinale (Donovanosis) 

J | Genital herpes 

K | Lichen planus 


Instructions: For each of the following, select from the above option list the SINGLE most likely 
cause of the ulceration on the vulva. Each option may be selected once, more than once, or not at all. 


5. 


A 27-year-old woman presents with sudden onset painful ulcers on the vulva and around 
the anus. These started as swellings that quickly ulcerated. There is associated swelling and 
pain of the groin with no associated vaginal discharge. This was soon followed by a swelling 
in the groin. On examination, there are multiple anogenital ulcers with clinical features of 
lymphadenitis. 

A 20-year-old woman presents with multiple ulcers of 4 days duration on the vulva. These 
ulcers followed rupture of painful blisters. Her last menstrual period was 9 days ago, and she 
is on the combined oral contraceptive pill for contraception. On examination, the vulva is 
inflamed and contains superficial tiny ulcers with an erythematous halo and a yellow base. 
There is bilateral inguinal lymphadenopathy. 

A 26-year-old woman presents with a widespread rash of 3 weeks duration. There is associated 
fever, headache, and occasional bone pains. On further questioning, she reveals that she had 
noticed a similar rash on her vulva a few months back, but these rashes resolved without any 
treatment. Examination shows a widespread maculopapular rash on the face, hands and sole of 
the feet as well as on the vulva and anus. 

A 40-year-old woman complaints of ulcers on her vulva of one month duration. These are 
not itchy, and there is no vaginal discharge. On examination, multiple whitish-flat-topped nod- 
ules are observed on the vulva. These nodules are thickened but not ulcerated. Flat-topped 
purple nodules are located on the wrist. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 9-12 


A | Aromatase inhibitors L | Medroxyprogesterone acetate — cyclical 

B | Bilateral salpingo-oophorectomy M | Medroxyprogesterone acetate — sequential 

C | Combined oral contraceptive pill N | Observation 

D | Cyclical progestogens O | Observation and follow-up 

E | Endometrial ablation P | Progestogens 

F | Endometrial biopsy Q | Radiotherapy 

G | Frozen section and total abdominal R | Supracervical hysterectomy 
hysterectomy and bilateral 
salpingo-oophorectomy (TAB+BSO) 

H | GnRH agonist S | Total abdominal hysterectomy 

I | Hysterectomy and bilateral T | Total abdominal hysterectomy and 
salpingo-oophorectomy bilateral salpingo-oophorectomy 

J | Levonorgestrel intrauterine system U | Total abdominal hysterectomy and 
(Mirena) bilateral salpingo-oophorectomy and 

lymphadenectomy 

K | Medroxyprogesterone V | Total laparoscopic hysterectomy with 

acetate — continuous morcellation 


Instructions: Each of the women described below presents with abnormal vaginal bleeding, for 
which an ultrasound scan with or without an endometrial biopsy has been performed. Choose from 
the above option list the best single treatment option you will recommend for the patient. Each 
option may be chosen once, more than once or not at all. 


9. 


10. 


11. 


12. 
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A 38-year-old woman who is known to have PCOS is seen for counselling about her periods. 
She indicates that her periods have always been irregular, and in fact, she took clomifene 
citrate for her two children, the last of which was 8 years ago. She menstruates 2-3 times per 
year and the last period was 6 months ago. An ultrasound scan is performed and shows an 
endometrium that is 6 mm thick with no other abnormality. 

A 40-year-old woman with PCOS is investigated for amenorrhoea of 9 months duration by 
means of a transvaginal ultrasound scan. Her endometrium is reported to be 8 mm thick with 
no other abnormal findings in the uterus. 

A 43-year-old woman who presented with amenorrhoea of 12 months had an ultrasound scan 
that revealed an endometrial thickness of 9 mm. She had an endometrial biopsy with a Pipelle, 
and this has been reported as hyperplasia with atypia. 

A 50-year-old woman is seen in the clinic with irregular vaginal bleeding of 4 years duration. 
She reports that for the last 6 months she has been amenorrhoeic. You examine and find that 
she has a 12 weeks’ size uterus with features highly suggestive of uterine fibroids. You arrange 
for an ultrasound scan, which shows multiple fibroids with an endometrium that measures 
10 mm. An endometrial biopsy is organized, and the result reveals hyperplasia with atypia. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 13-16 


A | Bladder diary (frequency and volume H_| Food, diary and symptom association 
chart) 

B | Bladder scan after micturition Urine for acid-fast bacilli 

C | Catheterize and measure volume J | Urine for cytology and then cystoscopy 

D | Cytology of urine Urine for microscopy, culture and 

sensitivity 
E | Cystoscopy L | Urine for Ureaplasma and Chlamydia 
F | Estimation of residual volume M | Urodynamics 


G | First morning void 


Instructions: For each of the patients described below, select from the above option list the single 
investigation that will be recommended to help in establishing a diagnosis. Each option may be 
selected once, more than once or not at all. 


13. A 50-year-old woman has been seen in the clinic with a complaint of frequency, painful mic- 
turition and nocturia. She also mentions that she has occasional urge incontinence. Following 
examination, you suspect that she may have BPS. A urinalysis is performed and is negative. 

14. The patient who came to the clinic with urinary symptoms and lower abdominal pain of 
10 months duration associated with dyspareunia has been diagnosed with bladder pain syn- 
drome (BPS). There is a suspicion that she may be emptying her bladder incompletely. 

15. A 65-year-old woman presents with characteristic features of bladder pain syndrome. A uri- 
nalysis shows red cells +++ and leucocytes ++. A urine culture is negative for infections, but 
microscopic haematuria persisted on follow-up. 

16. A 33-year-old woman is seen with painful bladder and increased frequency of micturition for 
the past 12 months. A diagnosis of bladder pain syndrome is made and a urinalysis performed. 
The result is negative. There is uncertainty about the functional bladder capacity. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 17-20 


A | Diagnostic laparoscopy J | Measure CA125, AFP, HCG, LDH 

B | Follow-up with serial ultrasound scan K | Measure CA125, LDH and AFP 

C | Hysterectomy and bilateral L | Measure LDH, HCG and AFP 
salpingo-oophorectomy 

D | Laparoscopic oophorectomy M | Reassure and discharge from follow-up 

E | Laparoscopic ovarian cystectomy N | Refer to gynaecological oncologist 

F | Laparoscopic salpingo-oophorectomy O | Serial CA125 assays 

G | MRI P | Transvaginal/transabdominal aspiration 

H | Measure CA125 Q | Yearly ultrasound scan 

I | Measure CA125 and LDH R | Ultrasound scan 


Instructions: Each of the women described below have been diagnosed with an ovarian cyst. 
For each woman, choose from the above option list the most appropriate next step in their manage- 
ment. Each option maybe chosen once, more than once or not at all. 


17. 


18. 


19, 


20. 


262 


A 39-year-old woman presents with an abdominal pain of 2 weeks duration. The pain that was 
initially mild and not requiring analgesia has now disappeared. She is a mother of two children 
and is otherwise healthy. The GP requested for an ultrasound scan, which showed a simple 
ovarian cyst measuring 42 x 48 mm in diameter. 

A 35-year-old woman is referred for ultrasound scan on suspicion of an adnexal mass after a 
pelvic examination for irregular periods. The scan shows a 50 x 60 mm complex right ovarian 
cyst with no fluid in the pelvis. 

A 45-year-old woman was referred by her GP with an ultrasound scan showing a left ovarian 
cyst that measured 60 x 60 mm in diameter. There was no fluid in the pelvis. The CA125 level 
is 150 unit/mL. 

A 42-year-old woman was referred to the gynaecology clinic with vague lower abdominal dis- 
comfort. An ultrasound scan is performed, and she is found to have a 70-mm complex ovarian 
cyst. The CA125 level is assayed and is reported as 250 units/mL. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 21-25 


A | A meta-analysis J | Observational study 

B |A systematic review K_ | Placebo-controlled study 

C | Case control study L | Prospective study 

D | Cohort study M | Randomized study 

E | Cross-over study N | Randomized controlled study 

F | Cross-sectional study O | Randomized double-blinded study 

G | Experimental study P | Randomized controlled double-blinded 
placebo-controlled study 

H_| Historical study Q | Retrospective study 

I_ | Longitudinal study R | Three-arm randomized controlled study 


Instructions: For each of the studies detailed below, select from the options above the single best 
description of the type of study. Each option may be selected once, more than once, or not at all. 


21. 


22. 


23. 


24. 


25. 


A study in 2005 of 158 women aged 20-29 years who presented between 1996 and 2001 with 
irregular periods in whom an ultrasound diagnosis of polycystic ovary syndrome (PCOS) was 
made in the community prior to referral to the gynaecologist. 

A combination of 14 observational studies published between 2000 and 2005 on the efficacy of 
intramuscular progestogens in women presenting with threatened preterm labour on inhibiting 
contractions and prolonging pregnancy. 

A combination of eight randomized trials to assess the effects of danazol and various gonado- 
tropin-releasing hormone (GnRH) agonists in the symptomatic treatment of endometriosis. 

A study in which 4826 women with preterm pre-labour rupture of membranes (PPROM) were 
randomly assigned to 250 mg erythromycin (n = 1197), 325 mg co-amoxiclav (250 mg amoxi- 
cillin plus 125 mg clavulanic acid; n = 1212), both (n = 1192), or placebo (n = 1225) four times 
daily for 10 days or until delivery. The primary outcome measure was a composite of neonatal 
death, chronic lung disease, or major cerebral abnormality on ultrasonography before discharge 
from hospital. The analysis was by intention to treat. 

A study of 571 women with heavy menstrual bleeding in which the women divided into two 
groups to assess the clinical effectiveness and cost-effectiveness of the levonorgestrel-releas- 
ing intrauterine system (LNG-IUS) (Mirena, Bayer) compared with the usual medical treat- 
ment to explore women’s perspectives on treatment. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 26-28 


A | Cervical cytology with speculum L | Low-dose EE combined with oral 
examination contraceptive 
B | Change biphasic to triphasic COCP M | NSAIDs 
C | Change combined hormonal contraception | N | Pregnancy test 
(CHC) to one containing the progestogen 
drospirenone 
D | Change CHC to one containing the O | Reassurance 
progestogen gestondene 
E | Change CHC to one containing the P | Reassurance and follow-up 
progestogen norethisterone 
F | Change CHC to one with 35 ug ethinyl Q | Self-obtained lower vaginal swab 
oestradiol (EE) 
G | Change CHC to one with 50 ug EE R | Speculum examination and cervical 
screening — cervical smear 
H | Endometrial biopsy S | Take a clinical history 
I | Oestrogen tablets Test for C. trachomatis and Neisseria 
gonorrhoea 
J | Hysteroscopy and endometrial biopsy U | Transvaginal ultrasound scan 
K | Increase progestogen dose 


Instructions: These women described below present with unscheduled bleeding on hormonal con- 
traception. For each woman, choose from the above option list the best single first approach to the 
management (including investigation) of the bleeding. Each option may be chosen once, more than 


once or not at all. 


26. A 26-year-old woman is placed on the combined hormonal contraceptive pill containing 20 Ug 
ethinyl oestradiol and 150 ug of levonorgestrel. She presents 2 months after going on the pill 


27. 


28. 
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with unscheduled bleeding. 


A 25-year-old woman was placed on the combined contraceptive patch by her GP 3 months 
ago. She has never had a cervical smear and presents complaining of unscheduled bleeding. 
She has been in the same relationship for the past 5 years and has no suspicion that her partner 


has been unfaithful. 


A 27-year-old woman who was started on a 30 ug EE combined oral contraceptive pill presents 
with unscheduled bleeding of 4 months duration. She had her last cervical smear 2 years ago. 


The GP before referring was able to exclude pregnancy and improper use. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 29-32 


A | Combined hormonal contraception H | Levonorgestrel intrauterine system 
(LNG-IUS) 

B | Endometrial ablation I | Myomectomy 

C | Gonadotrophin releasing hormone agonist | J | Oral progestogens 
(GnRHa) 

D | Gonadotrophin releasing hormone K | Non-steroidal anti-inflammatory drugs 
antagonist (NSAIDs) 

E | Hysterectomy L | Tranexamic acid 

F | Hysterectomy and bilateral M | Ulipristal acetate 
salpingo-oophorectomy 

G | Injectable progestogen N | Uterine artery embolization 


Instructions: All the patients detailed below suffer from heavy menstrual bleeding. They have 
been assessed and placed on various treatment options, but they have developed the most common 
side effects from the treatment. For each patient, identify the treatment option which is associated 
with the plethora of the common side effects. 


29. 


30. 


31. 


32. 


The patient is a 34-year-old woman who was placed on a long-term treatment option for her 
heavy menstrual bleeding. Since the treatment, she has continued to suffer from irregular 
vaginal bleeding, breast tenderness, acne and headache. 

The patient is a 23-year-old woman who was placed on treatment for a 12-month history of 
heavy menstrual bleeding and now complains of diarrhoea, and indigestion. 

The patient is a 24-year-old woman student who is on treatment for heavy menstrual bleeding 
commenced by her GP. She now suffers from breast tenderness, nausea, headache, fluid reten- 
tion and mood changes. 

The patient is a 30-year-old mother of two children who was placed on treatment for heavy 
menstrual bleeding 6 months ago. She has been suffering from the common side effects of the 
treatment, and these include irregular vaginal bleeding, weight gain and pre-menstrual-like 
symptoms (superficially breast tenderness, fluid retention and bloating). 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 33-36 


A | Combined oral contraceptive pill G | Mifepristone (RU 486) — 200 mg 
containing 50 lg ethinyl oestradiol 

B | Copper intrauterine device (CU-IUD) H | Yuzpe method 

C | Levonorgestrel (Levonelle) I | Reassurance 
1500 ug — EC 

D | Levonorgestrel (Levonelle) J | Repeat levonorgestrel 1500 tg oral EC 
3000 Ug — EC 

E | Levonorgestrel (Levonelle) 1500 ug EC K | Ulipristal acetate EllaOne 30 mg 
and commence on CHC immediately 

F | Levonorgestrel intrauterine system L | Ulipristal acetate EllaOne 60 mg 
(Mirena) 


Instructions: For each of the statements below, choose from the above option list the single most 
suitable emergency contraception (EC) that links with the statement. Each option may be chosen 
once, more than once or not at all. 


33. 


34. 


35. 


36. 
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The method of choice in a 26-year-old woman who weighs 80 kg and is suspected to have 
asymptomatic Chlamydia trachomatis infection. 

A 26-year-old woman who has a regular 30-day cycle and presents for emergency contracep- 
tion on day 18 of her cycle. 

The method of choice in a 30-year-old woman who suffers from epilepsy and is taking 
carbamazepine. 

A 27-year-old woman on rifampicin for tuberculosis attends 24 h after a single episode of 
UPSI. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 37—42 


A | ARCP outcome 1 I | ARCP outcome 7.3 

B | ARCP outcome 2 J | ARCP outcome 7.4 

C | ARCP outcome 3 K | ARCP outcome 8 

D | ARCP outcome 4 L |RITA (record of in-training assessment) C 
E | ARCP outcome 5 M |RITAD 

F | ARCP outcome 6 N |RITAE 

G | ARCP outcome 7.1 O |RITAF 

H_ | ARCP outcome 7.2 P |RITAG 


Instructions: The following trainees attended the annual review of competence progression (ARCP) 
and have been given the described outcome. For each of these trainees, choose from the above option 
list the single most suitable outcome that the description refers to. Each option may be selected once, 
more than once or not at all. 


37. 


38. 


39. 


40. 


41. 


42. 


A 24-year-old STI attends for her ARCP. Her logbook is reviewed, and she is said to have 
achieved progress and development of competences at the expected rate. 

An ST3 attends his ARCP and has had his documents reviewed by the panel. They conclude 
that the development of specific competencies is required but that additional training time is 
not required. 

A 28-year-old woman who is in her 6th year of specialist training and recently passed her 
MRCOG Part II attends the ARCP and is told that the evidence submitted is incomplete and 
that additional training time may be required. 

A trainee has completed various documents for his ARCP, and following a review, the panel 
concludes that he will be recommended as having completed the training programme and 
therefore for an award of CCT or CESR/CEGPR. 

A 30-year-old ST6 has had the outcome of her ARCP documented as ‘inadequate progress — 
additional training time required’. 

A trainee has failed her MRCOG Part II examination on 6 occasions despite several sup- 
portive mechanisms instituted by the deanery. She has been awarded ‘released from training 
programme with or without specific competencies’. 
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EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 43-46 


A | <10% H | 56%-60% 
B | 10%-20% I | 60%-70% 
C | 20%-30% J | 71%-80% 
D |30%-40% K | 81%-85% 
E | 41% 44% L | 86%-95% 
F | 45%-49% M | 96%-98% 
G |50%-55% N |>98% 


Instructions: The following patients have been diagnosed with gynaecological malignancies and 
are being managed either by surgery, chemotherapy, chemoradiation, radiotherapy alone or a com- 
bination of these treatment options. For each patient, choose from the list of options the most likely 
5-year survival rate for the type and stage of cancer. 


43. 


dt. 


45. 


46. 
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A 32-year-old woman had an emergency laparotomy for an ovarian cyst. At surgery, she had a 
left salpingo-oophorectomy as the ovarian cyst had undergone torsion. Her peritoneal fluid and 
lavage were also subjected to cytology as there was a suspicion that the cyst may be malignant. 
The contralateral ovary was normal. The peritoneal fluid cytology showed a negative result, 
but the histology on the ovary shows a serous cystadenoma with no invasion of the capsule. 
She undergoes further laparotomy where an infracolic omentectomy is performed as well as a 
total abdominal hysterectomy and unilateral salpingo-oophorectomy. Histology on the speci- 
mens obtained from these methods has failed to revealed any malignancies. 

A 75-year-old woman had a total abdominal hysterectomy and bilateral salpingo-oophorectomy 
for endometrial carcinoma grade III. Intraoperatively, there were no complications. She had 
paraortic nodes removed and sent for histology. The histology report revealed grade II tumour 
(poorly differentiated endometrial carcinoma invading more than 50% of the myometrium 
with some lymphovascular infiltration). The tumour is, however, confined to the uterus and 
lymph nodes are negative. 

A 65-year-old woman was referred by her GP on account of dyspectic symptoms that had 
failed to respond to various antacids. Her CA125 level was reported as 450 IU/L. An ultra- 
sound scan of the pelvis showed a left ovarian cyst with some ascites. The gynaecological 
oncologist investigated her and proceeded to perform a staging laparotomy. The main findings 
at surgery were a unilateral ovarian tumour that had extended to the fallopian tube. The cap- 
sule was breached by tumour. The omentum was free of disease both macroscopically and his- 
tologically. A total abdominal hysterectomy, bilateral salpingo-oophorectomy and infracolic 
omentectomy were performed. Cytology of the ascitic fluid confirmed the presence of tumour 
cells. 

A total laparoscopic hysterectomy and bilateral salpingo-oophorectomy were performed on a 
60-year-old obese woman (BMI 40 kg/m?) following the histological diagnosis of endometrial 
carcinoma. The histology report on the tissues removed at surgery shows a poorly differenti- 
ated endometrial carcinoma that invades more than 50% of the myometrium and infiltrates the 
lymphatics and blood vessels. There is no metastasis to the cervix and adnexa. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER II 


Option list for questions 47—49 


A | Ambulatory urodynamics N | Pelvic floor exercises 

B | Anterior wall repair O | Pelvic floor exercises and bladder 
retraining 

C | Antibiotics P | Posterior tibial nerve stimulation 

D | Anticholinergics Q | Posterior wall repair 

E | Bladder retraining R | Self pessary 

F | Botulinum toxin (Botox) — intravesical S | Sacral nerve stimulation 

G | Colpocleisis T | Sacrocolpopexy 

H._ | Colposuspension U | Sacrospinous fixation 

I | Desmopressin V_ | Supra-pubic catheter 

J | Indwelling urinary catheter W | Tension-free vaginal tape 

K | Intermittent self-catheterization X | Transobturator tape 

L | Manchester repair Y | Ultrasound scan of the abdomen and 
bladder 

M | Mid-stream specimen of urine Z | Urinalysis 


Instructions: All the patients described below presented with urinary symptoms. For each patient, 
choose from the above option list the single most appropriate treatment you will offer either as the 
first line or definitive. Each option may be chosen once, more than once or not at all. 


47. 


48. 


49. 


A 45-year-old woman presents with urinary incontinence associated with coughing and rou- 
tine exercises. She has been offered supervised pelvic muscle floor training for 6 months by 
the GP, but this failed to make a difference to her symptoms. She was referred to the outpatient 
where urodynamic testing was ordered after an assessment. This has shown features consistent 
with urodynamic stress incontinence. 

A 79-year-old woman who lives on her own is seen with very troublesome urinary inconti- 
nence and repeated urinary tract infection. Her symptoms are mainly urgency, urge inconti- 
nence and nocturnal enuresis. When examined in the clinic, she is found to have a suprapubic 
mass that on ultrasound scan is shown to be the bladder. Urodynamics confirms that she is 
unable to empty her bladder completely. She does not want surgery and is fit enough to live on 
her own. 

An 80-year-old woman has been brought to the clinic by her care givers with significant uri- 
nary incontinence, urgency, urgency incontinence and nocturia. When she was seen in the 
clinic a few months back, chronic urinary retention was diagnosed as being responsible for her 
symptoms of incontinence. She requires 24 h care of the bladder, and this is beginning to be 
associated with bed sores. 
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Option list for question 50 


A | Face-to-face review after 4 weeks Offer referral to secondary care 


Face-to-face review after 6 weeks Provide life-long follow-up 


Face-to-face review after 8 weeks Review every 6 months 


Offer telephone review after 4 weeks Review every three months 


Ala) |) oa 


Offer telephone review after 6 weeks Review every 12 months 


SH S/Q|s 


Offer telephone review after 8 weeks 


Instructions: The woman described below is receiving treatment for urinary incontinence. Choose 
from the above option list the single most appropriate recommendation you will make for her fol- 
low-up. Each option may be chosen once, more than once or not at all. 


50. A 45-year-old woman was seen in the urogynaecology clinic, and following various investiga- 
tions, she was diagnosed with OAB. She has been started on a new drug to control her OAB. 
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EMQ Gynaecology: Paper III 


Option list for questions 1-3 


A | Laparoscopic bilateral K | Repeat scan in 4—6 months 
salpingo-oophorectomy 
B | Laparoscopic hysterectomy and bilateral L | Repeat scan in 6 months and if normal, 
salpingo-oophorectomy discharge from follow-up 
C | Laparoscopic oophorectomy M | Staging laparotomy, total abdominal 
hysterectomy and bilateral 
salpingo-oophorectomy 
D | Laparoscopic ovarian cystectomy N | Staging laparotomy, total abdominal 
hysterectomy, bilateral salpingo- 
oophorectomy and omentectomy 
E | Laparoscopic salpingo-oophorectomy O | Staging laparotomy, total 
abdominal hysterectomy, bilateral 
salpingo-oophorectomy and infracolic 
omentectomy 
F | Staging laparotomy P | Total abdominal hysterectomy and 
bilateral salpingo-oophorectomy 
G | Repeat scan and CA125 measurement in Q | Total abdominal hysterectomy, bilateral 
4—6 months salpingo-oophorectomy and infracolic 
omentectomy 
H_ | Repeat scan and CA125 measurement at R | Total abdominal hysterectomy, bilateral 
4-6 months and if normal, then discharge salpingo-oophorectomy, infracolic 
from follow-up omentectomy and chemotherapy 
I _ | Repeat scan and CA125 measurement at S | Ultrasound-guided aspiration for cytology 
4—6 month intervals 
J | Repeat scan and CA125 measurement at 


46 month intervals for 1 year and if no 
change, discharge from follow-up 


Instructions: All the following postmenopausal patients have been diagnosed with an ovarian 
mass/cyst. For each patient, choose from the above option list the most suitable recommended treat- 
ment or follow-up plan. Each option may be selected once, more than once or not at all. 


1. 


A 64-year-old woman has attended for follow-up after having been initially diag- 
nosed with an asymptomatic simple ovarian cyst 6 months ago. The cyst now measures 
60 mm x 59 mm xX 63 mm (previous measurements were 45 x 50 X 48 mm) in diameter. 
This is the third ultrasound scan. Her latest CA125 level is 15 [U/mL (an increase from the 
previous reading on 9 IU/mL). 

A 66-year-old woman who had been referred with a suspected right ovarian cyst had an ultra- 
sound scan that showed a 100 x 80 x 80 mm cyst with mural nodules and septation with 
vascularity but no obvious ascites. Her CA125 level was 78 IU/mL. She had a CT scan of the 
abdomen, which did not show any obvious secondaries. 
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A 70-year-old woman who had hitherto been well presented to her GP with new onset of dys- 
peptic symptoms and features suggestive of irritable bowel syndrome. An ultrasound scan was 
performed and showed a 10 x 9 cm multiseptated and partly solid pelvic mass, most likely of 
ovarian origin. The CA125 level was reported as 267 IU/mL. She had a CT scan that showed 
no secondaries in the liver, but there were suspected nodules in the omentum. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER III 


Option list for questions 4-7 


A | Full blood count (FBC) I | Renal function test 

B | Coagulation screen J | Saline infusion sonography 

C | Dilation and curettage K | Serum follicular phase LH, FSH, TSH and 
testosterone 

D | Endometrial biopsy with pipelle L | Thyroid function test 

E | Hysteroscopy and biopsy M | Serum ferritin 

F | Liver function test N | Transabdominal ultrasound scan 

G | MRI O | Transvaginal ultrasound scan 

H | Physical examination 


Instructions: The women described below present with heavy menstrual bleeding. For each 
woman, choose from the above option list the single most appropriate investigation you will 
undertake following your initial consultation. Each option may be chosen once, more than once 
or not at all. 


4. 


A 47-year-old woman presents with irregular vaginal bleeding for the past 8 months. The bleed- 
ing is not heavy, but it is unpredictable and occasionally associated with the passage of clots. 
She has never been pregnant and has always had irregular periods. On examination, she has a 
BMI of 35 kg/m?. 

A 37-year-old woman presents with heavy menstrual bleeding for the past 4 years. She is 
not pale on examination, but she has an enlarged irregular uterus of approximately 14 weeks 
size pregnancy. She is otherwise well. 

A 23-year-old woman is seen in the Gynaecology clinic with a 6-year history of heavy and 
prolonged menstrual bleeding. This started with her periods. Her Hb was checked by the GP 
and reported as 98 g/L. Her sister also suffers from the same problem, which also started at 
menarche. 

The GP has referred a 30-year-old woman to the clinic because she has failed to respond to 
pharmaceutical treatment for her heavy menstrual bleeding. She is a mother of 2 children who 
started having heavy menstrual bleeding 3 years ago. The GP has treated her with NSAIDs, 
tranexamic acid, and CHC unsuccessfully. She does not have any medical problems, and her 
past medical history is not of significance. 
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Option list for questions 8-11 


A | Autonomy H | Montgomery precedent (principle) 
B | Bolam principle I_ | Non-maleficence 

C | Confidentiality J | Principalism 

D | Deontology K | Utilitarianism 

E | Informed consent L | Veracity 

F | Justice M | Virtue ethics 

G | Material risk 


Instructions: These women are being treated either electively or have presented as emergencies for 
treatment. For each woman, choose from the above option list the single best principle of medical 
ethics that would be used to treat the woman. Each option may be chosen once, more than once or 
not at all. 


8. 


10. 


11. 
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The patient attended for laparoscopic tubal occlusion but had not yet signed consent. She had 
been given information about the procedure, alternatives and the risks and benefits and time to 
decide whether to opt for the procedure. 

The patient developed complications post-operatively and claimed that she had not been 
informed about the risk of the procedure. The doctor says that the risks are normally not dis- 
cussed according to the standard of the practice in the unit. 

A forceps delivery is performed and a 3.9 kg baby is delivered. The delivery was complicated 
by shoulder dystocia, and the baby has developed Erb’s palsy. The mother claims that she was 
counselled about shoulder dystocia and not the complication of Erb’s palsy. 

A hysterectomy is performed on a 43-year-old woman who bled more than usual and had to be 
transfused with blood. She complained saying that although she had been counselled about the 
operation, no one had discussed the possibility of blood transfusion as she would have declined 
the surgery. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER III 


Option list for questions 12-13 


A | Adrenal hypoplasia K | Hyperaldosteronism 

B | Anorexia nervosa L | Hyperparathyroidism 

C | Anxiety M | Hyperprolactinaemia 

D | Asherman’s syndrome N | Hyperthyroidism 

E | Congenital adrenal hyperplasia O | Hypothyroidism 

F | Conn’s syndrome P | Kallman’s syndrome 

G | Craniopharyngioma Q | Phaeochromocytoma 

H | Cushing’s syndrome R | Polycystic ovary syndrome 
I | Diabetes mellitus S | Prolactinoma 

J | Diabetes insipidus T | Sheehan’s syndrome 


Instructions: For each of the following case scenarios described below, select from the above 
option list the SINGLE most likely diagnosis. Each option may be selected once, more than once 
or not at all. 


12. 


13. 


A 33-year-old woman presented with primary infertility of 4 years duration. She also com- 
plained of recurrent attacks of throbbing headache usually accompanied by sweating, palpita- 
tions and tremors. She suffers from these episodes almost 2—3 times per month. She consults 
the general practitioner (GP) during the attacks when her BP is found to be raised. The GP 
ascribes this to her anxiety about her infertility. In between episodes, she is asymptomatic and 
her BP is normal. 

A 28-year-old woman presented with a whitish discharge from the breast for 8 months dura- 
tion. She experiences occasional headaches but is otherwise normal. On examination, her BMI 
is 27 kg/m? and her BP is 120/67 mmHg. Her hormone profile is as follows: follicle-stimulating 
hormone (FSH) = 3.0 IU/L, luteinizing hormone (LH) = 6.9 IU/L, prolactin = 1790 mIU/L 
(normal range 0—400 mIU/L), free thyroxine 14 mIU/L (normal range 0-9 mIU/L), thyroid- 
stimulating hormone (TSH) = 3.4 mIU/L. An ultrasound of the pelvis shows multiple follicles 
in both ovaries, with the largest one measuring 14 cm. 
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Option list for questions 14-15 


> 


Adrenalectomy 


Ovarian cystectomy 


Aromatase inhibitors 


Reassurance 


Bromcryptine 


Separation of labial fusion 


Combined hormonal contraception 


Testicular tumour removal 


Corticosteroids 


O|\rolzlzs 


Thyroxine (levothyroxine) 


Cyproterone acetate 
Oestrogen 


Finasteride 


GnRH agonist 


GnRH antagonist 


Medroxyprogesterone acetate (provera) 


PlTAle|e | DQ) s/es| Slate 


Neurosurgical excision 


Instructions: For each of the following clinical scenarios, select from the above option list the 
SINGLE most appropriate first-line treatment. Each option may be selected once, more than once 


or not at all. 


14. An 8-year-old girl presents with an 8-month history of regular menstruation and well- 
developed secondary sexual characteristics. Her sisters attained menarche at the age of 
13 and 14 years. Investigations did not demonstrate any abnormal hormone profile. 

15. An 8-year-old girl presented with well-developed secondary sexual characteristics since the 
age of 7 years. She is investigated and found to have fusion of ‘labioscrotal’ folds and increased 


17-hydroxyprogesterone level. 
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Option list for questions 16-19 


A | Arrange a review in the EPAU within 24h | L | Refer for clinical review in the early 
pregnancy unit within 24 h 
B | HCG on day 4 and 7 M | Repeat HCG after 48 h 
C | HCG on day 4, 7 and then weekly until N | Repeat pregnancy test after 14 days and if 
negative negative no further action and if positive 
review in EPAU within 24 h 
D | HCG on day 7 and then weekly until O | Repeat urine pregnancy test in 7-10 days 
negative 
E | Offer repeat ultrasound scan P | Seek second opinion and repeat USS in 
7 days 
F | Offer ultrasound to determine the location | Q | Seek second opinion and repeat USS in 
of pregnancy between 7 and 10 days 14 days 
G | Pregnancy test after 3 weeks of diagnosis | R_ | Transabdominal ultrasound scan 
H | Pregnancy test after 14 days S | Transvaginal ultrasound scan 
I | Record CRL and measure mean T | Ultrasound scan in 7 days 
gestational sac diameter 
J | Record CRL and repeat in 1 week U | Ultrasound scan in 14 days 
K | Record the size of the crown-rump length | V | Urine pregnancy test 


and perform a rescan in 14 days 


Instructions: All the following patients present with early pregnancy complications. For each 
patient, choose from the above option list the single best investigation you will offer either as a 
continuum of her management or to help make a diagnosis. Each complication may be selected 
once, more than once or not at all. 


16. 


17. 


18. 


19, 


A 30-year-old woman self refers to the Early Pregnancy Assessment Unit at 7 weeks amenor- 
rhoea. She has had three first trimester miscarriages and reports that she has not felt any preg- 
nancy symptoms for the last | week. A pregnancy test one week ago was strongly positive. 

A 26-year-old woman came to the Early Pregnancy Unit at 5 weeks amenorrhoea with painless 
vaginal bleeding of 2 days duration. She had performed a home pregnancy test that was posi- 
tive. On review in the EPAU, a repeat pregnancy test is positive. 

An ultrasound scan is performed on a 22-year-old woman who attended the Early Pregnancy 
Assessment Unit at 7 weeks amenorrhoea with mild abdominal pain and vaginal bleeding. Her 
periods are regular. During the transvaginal scan, a regular gestational sac is located in the 
uterus with a fetal pole but no fetal heartbeat. 

During an ultrasound scan to determine viability in a 20-year-old woman who has had two 
previous miscarriages, at 8 weeks amenorrhoea, a regular gestational sac is identified with a 
fetal pole that measured 8 mm, but no fetal heart beat was observed. 
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Option list for questions 20-24 


A | Antibiotics and proceed with procedure L |HSG 

B | Anti-Miillerian hormone (AMH) M | Inhibin B 

C | Basal body temperature chart N | Reassure about ovulation 

D | Chlamydia screening test O | 21-progesterone 

E | Chlamydia screening test and perform P | 28-30 day progesterone and then weekly 
tubal patency test progesterone until the next period 

F | CT scan of the brain Q | Salpingoscopy 

G | Contrast HSG R | Semen analysis 

H | Diagnostic laparoscopy and dye test S | Serum prolactin 

I | Endometrial biopsy T | Thyroid function test 

J | Falloposcopy U | Ultrasound scan of the pelvis 

K | Hysteroscopy V | Vaginal mucus 


Instructions: Select from the above option list the single best next investigation you will offer to 
either the man or the woman who is being investigated for infertility. Each option may be selected 
once, more than once or not at all. 


20. 


21. 


22. 


23. 


24, 
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A 26-year-old woman is being investigated for infertility of 2 years duration. Her cycles are 
regular, and the semen analysis of her husband is normal. She suffers from severe dyspareunia 
and painful periods, which have gradually worsened over the last 4 years. She is examined 
and found to be tender in the pelvis bilaterally with a suspected induration on the uterosacral 
ligaments. 

A 29-year-old woman whose periods are irregular (35—42 day cycles) attends for investigations 
for infertility. Her BMI is 28 kg/m. She confirms that her weight has increased, but this has 
not been very dramatic. Her GP thought she had PCOS, but the biochemistry test conducted in 
the follicular phase of her cycle and a transvaginal ultrasound did not confirm the diagnosis. 
Her partner of 4 years has a normal semen analysis, and they have been having unprotected 
sexual intercourse for the past 3 years. 

A 39-year-old woman with a 4-year history of infertility has been listed for an HSG. She gives 
a history of cyclical pelvic pain that worsens during menstruation and lasts for a few days after. 
This is also associated with deep dyspareunia. At your pre-HSG review, you find that she has 
not had Chlamydia trachomatis screening. 

A couple have been referred to the Gynaecology clinic with primary infertility. The GP also 
sends a series of results from the woman whose periods are regular. Intercourse is not painful 
and regular. Nothing abnormal is found on abdominal and pelvic examination. 

You have just seen a couple with primary infertility in the clinic. The man is aged 35 years 
and his semen analysis is normal. The woman is 33 years and has regular cycles. A 21-day 
progesterone by the GP showed a presumed ovulatory value of 50 ttg/L. She had a Chlamydia 
trachomatis antibody test at the GPs before referral, and the result was negative. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER III 


Option list for questions 25-28 


A | Adoption M | Insemination with partner 

B | Aromatase inhibitor (Letrozole) N |IVF-ET (proceed to [VF-ET) 

C | Bilateral clipping and IVF O | Laparoscopic diathermy to endometriosis 

D | Bilateral salpingectomy and IVF P | Laparoscopic ovarian cystectomy 

E | Bromocriptine Q | Laparoscopic ovariotomy 

F | Clomifene citrate R | Metformin 

G | Clomifene citrate and metformin S_| No acceptable option 

H | Donor insemination T | Ovarian drilling 

I | Expectant management for 6 months U | Proceed to stimulation of superovulation 
and IVF-ET 

J | Expectant management for 12 months V | Pulsatile gonadotrophins 

K | Gonadotrophin releasing hormone W | Surrogacy 

antagonist and then gonadotrophins 
L | Gonadotrophin-releasing hormone agonist | X | Weight loss 


and then gonadotrophins 


Instructions: For each of the following women who suffer from infertility, select from the above 
option list the single best option to treat the infertility. Each option may be selected once, more than 
once or not at all. 


25. 


26. 


27. 


28. 


A 37-year-old woman and her 40-year-old husband were referred with a 12 months history 
of primary infertility. They were investigated and labelled as mild male factor infertility. 
They are very worried about the effect of age on their reproductive potential. 

You are seeing a 31-year-old woman with a BMI of 24 kg/m? who has failed to respond to clo- 
mifene citrate for the induction of ovulation. She is known to have PCOS which was diagnosed 
on the basis of ultrasound scan, biochemistry and her clinical features. 

A 30-year-old woman is on the waiting list for 1VF because of unexplained infertility of 3 years 
duration. She had an ultrasound a week ago, and it showed a 2 x 3 cm left and a2 x 2 cm right 
endometrioma. 

You have performed a diagnostic laparoscopy and dye test on a 27-year-old woman who was 
seen in the clinic with her partner with secondary infertility. Essential findings are bilateral 
hydrosalpinges and filmy adhesions in the pelvis and around the ovaries. 
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Option list for questions 29-32 


A | Dilatation and curettage G | Laparoscopic salpingostomy 

B | Enucleation H | Local injection with KCl and aspiration of 
sac 

C | Expectant management I_ | Local injection with methotrexate 

D | Hysteroscopic excision J | Local injection with methotrexate and 
aspiration of sac 

E | Laparoscopic cornual resection K | Systemic methotrexate (IM) at a dose of 
50 mg/m? 

F | Laparoscopic salpingectomy L | Uterine artery embolization 


Instructions: For each of the women described below, select from the above option list the best 
single treatment option for their ectopic pregnancy. Each option may be chosen once, more than 
once or not at all. 


29. 


30. 


31. 


32. 
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A diagnosis of an ectopic pregnancy has been made on a 26-year-old woman at 7 weeks amen- 
orrhoea. She has been trying to conceive for 3 years and was investigated with her husband 
6 months ago and placed on the waiting list for IVF. Quantified B-hCG is 6500 IU/L, and a 
gestational sac with a yolk sac but no fetal heart activity had been found on transvaginal ultra- 
sound scan. Of note is a history of a previous ectopic pregnancy managed by salpingectomy. 
A 23-year-old woman with no significant past medical history who presented with lower 
abdominal pain and vaginal bleeding has undergone a transvaginal ultrasound scan that shows 
a cystic mass on the left adexum with features suggestive of a gestational sac. There is a fetal 
pole and a yolk sac but no obvious cardiac activity. There is some echogenic free fluid in the 
pouch of Douglas. The quantified B-hCG on admission is 4500 IU/L. 

A 28-year-old mother of 1 child presented with abdominal pain and irregular vaginal bleeding. 
A urine pregnancy test was positive, and serum B-hCG was quantified. The level was reported 
as 1200 IU/L. A transvaginal ultrasound scan showed an empty uterine cavity with a sugges- 
tive adnexal ectopic pregnancy. She remained stable following the scan. A B-hCG repeated 
48 h later was 1500 IU/L. She has remained haemodynamically stable. 

A 30-year-old woman who was referred to the hospital with suspected ectopic pregnancy was 
confirmed to be pregnant. She is haemodynamically stable and lives close to hospital and is 
happy to come back to the hospital anytime. B-hCG on presentation was 1000 IU/L. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER III 


Option list for questions 33-36 


A | Abdominal pregnancy J | Interstitial pregnancy 

B | Caesarean scar ectopic K | Missed miscarriage 

C | Cervical ectopic pregnancy L | Ovarian pregnancy 

D | Complete miscarriage M | Pregnancy of unknown location (PUL) 
E | Cornual ectopic pregnancy N | Pregnancy of unknown viability (PUV) 
F | Heterotopic pregnancy O | Ruptured ectopic pregnancy 

G | Hydatidiform mole — complete P | Threatened miscarriage 

H | Hydatidiform mole — partial Q | Unruptured tubal ectopic 

I_ | Inevitable miscarriage 


Instructions: These women described below presented as emergency to the unit with various com- 
plaints. Following assessment, some investigations were performed, including imaging. For each 
patient, choose from the above option list the single most likely diagnosis. Each option may be 
chosen once, more than once or not at all. 


33. A 22-year-old woman presents to the Early Pregnancy Assessment Unit with a period of amen- 
orrhoea and a brownish vaginal discharge. A urine pregnancy test is positive. Serum is sent for 
quantification of B-hCG. A transvaginal ultrasound scan is performed and shows an inhomo- 
geneous right adnexal mass measuring 20 x 23 mm, which moves separately to the ovary and 
an empty thickened uterus and no fluid in the pelvis. 


34, A 32-year-old woman (previous 2 CS) presents to the A&E at 23 h with complaints of lower 
abdominal pain of 1 week duration. She has been feeling nauseous, but there has been no vom- 
iting. Her periods are irregular. A urine pregnancy test is positive. Serum is sent for quantifi- 
cation of B-hCG, and a request is made for a transvaginal ultrasound scan. This is performed 
the following morning and shows an empty uterine cavity and echogenic fluid in the pouch of 
Douglas. In addition, there is a wide echogenic ring with an internal anechoic area on the left 
ovary. 

35. You have seen a 29-year-old woman in the Urgent Gynaecology Unit with a 2 weeks history 
of lower abdominal pain. Her LMP was 9 weeks ago. You examine and find normal vital 
signs apart from a pulse rate of 100 bpm. She is apyrexial. On abdominal examination, there 
is generalized tenderness with mild guarding and rebound. A urine pregnancy test is positive. 
You request a transvaginal ultrasound scan, and the result is ‘an empty uterine cavity, normal 
adnexa, and ovaries. A gestational sac is seen away from the uterus and mobile on applying 


pressure. There is free echogenic fluid in the pouch of Douglas of maximum depth of 15 mm’. 
36. A 28-year-old mother of two children presents to the emergency unit with abdominal pain and 
slight vaginal bleeding following an 8-week period of amenorrhoea. A urine pregnancy test 
is positive. A transvaginal ultrasound scan is performed and is reported as ‘The uterine cav- 
ity is empty. There is a gestational sac located anteriorly at the level of the internal os with a 
very thin myometrium between the sac and the bladder. There is a small amount of fluid in the 


pouch of Douglas’. 
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Option list for questions 37—41 


A | Adjuvant chemotherapy J | Simple excision 
B | Adjuvant chemoradiotherapy K | Simple excision and sentinel lymph node 
dissection (SLND) 
C | Adjuvant radiotherapy L | Simple excision with bilateral nodal 
dissection 
D | No additional treatment required M | Simple excision with ipsilateral nodal 
dissection 
E | Neoadjuvant chemotherapy N | Wide excision 
F | Neoadjuvant chemotherapy followed by O | Wide excision and bilateral node 
radiotherapy dissection 
G | Neoadjuvant chemotherapy followed by P | Wide excision and ipsilateral node 
surgery (excision) dissection 
H | Primary radiotherapy Q | Wide excision and node dissection using 
the triple incision technique 
I_ | Radical vulvectomy R | Vulvectomy and radiotherapy 


Instructions: All the following patients presented with lesions on their vulva that were confirmed 
histologically to be carcinoma. They were scheduled for surgery or have had surgery. For each case, 
select from the above option list the single most appropriate next step in their treatment. 


37. 


38. 


39. 


40. 


41. 
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A 70-year-old woman has a lesion on the vulva which is less than 2 cm in diameter. This lesion 
is located to the lateral aspect of the right labium majorum. There are no palpable nodes. 
A biopsy is taken and shows a depth of stromal invasion of <1 mm. 

An 82-year-old woman presents with recurrent Bartholin’s abscess. A biopsy was performed, 
and the result revealed adenocarcinoma of the Bartholin’s gland. 

A diagnosis of malignant melanoma has been made following biopsy of a hyperpigmented 
nodule on the vulva of a 90-year-old woman. There are no enlarged nodes. The lesion is con- 
fined to the labium majus. 

An 80-year-old woman has been diagnosed with vulval carcinoma that is localized to one side, 
and the medial edge is about 3 cm from the midline. There are no palpable superficial nodes. 
Surgery was performed on a 79-year-old woman for vulval carcinoma. Histology of the 
removed lesion shows a moderately well-differentiated squamous cell carcinoma, with a 
tumour-free margin of 10 mm on microscopy. The depth of invasion is 6 mm. Of the 10 nodes 
removed, one of them is microscopically positive. 
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Option list for questions 42-45 


A | Discharge from follow-up K | Three-month biopsies until 2 consecutive 
negative histologies and then 
6-12 monthly for 5 years 
B | Follow-up endometrial biopsy after L | Three-month biopsies until 2 consecutive 
3 months negative histologies and then 
6-12 monthly histologies for 10 years 
C | Follow-up endometrial biopsy after M | Two consecutive negative 3 monthly 
6 months biopsies and then yearly 
D | Follow-up endometrial biopsy after N | Two consecutive negative 3 monthly 
12 months biopsies and then yearly for 5 years 
E | Follow-up endometrial biopsy at 3 and O | Two consecutive negative 6 monthly 
6 months and then yearly biopsies 
F | Follow-up endometrial biopsy at 3 and P | Two consecutive negative 6 monthly 
6 months and then yearly for 2 years biopsies and then yearly 
G | Follow-up endometrial biopsy at 3 and Q | Two consecutive negative 6 monthly 
6 months and then yearly for 3 years biopsies and then yearly for 5 years 
H | Follow-up endometrial biopsy at 3 and R | Two consecutive negative 6-12 monthly 
6 months and then yearly for 4 years biopsies until hysterectomy 
I | Three-monthly biopsies until S | Yearly follow-up endometrial biopsy for 3 
2 consecutive negative histologies and years 
then annual histology until surgery 
J | Three-monthly biopsies until 2 consecutive | T | Yearly follow-up endometrial biopsy 
negative histologies and then 6-12 
monthly histologies until surgery 


Instructions: Each patient presented below has been diagnosed with endometrial hyperplasia and is 
either being treated or scheduled for treatment. Choose from the above option list the single best follow- 
up you will recommend for the patient. Each option may be chosen once, more than once or not at all. 


42. 


43. 


44. 


45. 


A 38-year-old woman presents with irregular periods for the past 3 years. She also complains 
of increase in her weight and acne. Her last period was 6 months ago. A pregnancy test is nega- 
tive, and a transvaginal ultrasound scan reveals a thickened endometrium at 8 mm. A biopsy 
is performed, and the result shows hyperplasia with atypia. She wishes to preserve her fertility 
and hence opted for insertion of the levonorgestrel intrauterine system. 

A 43-year-old woman presents with irregular vaginal bleeding and following investigations 
she is found to have endometrial hyperplasia with atypia. Her BMI is 35 kg/m?. She does 
not wish to have a hysterectomy but elects to have medical treatment. 

A 58-year-old woman presents with postmenopausal bleeding of 3 weeks duration. Her BMI is 
36 kg/m?. An ultrasound scan is performed, and the endometrium is found to be 8 mm thick. 
A biopsy is performed, and the result is hyperplasia without atypia. Following counselling, she 
is commenced on oral progestogen. 

A 55-year-old woman was diagnosed with endometrial hyperplasia with atypia and had the 
levonorgestrel intrauterine system inserted as she was not ready for surgery. 
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Option list for questions 46—50 


A | Copper intrauterine device (CU-IUD) H | Pregnancy test and UPA-EC 

B | Levonorgestrel emergency contraception I | Ulipristal acetate emergency contraception 
(LNG-EC) 750 ug (0.75 mg) (UPA-EC) 

C | Levonorgestrel emergency contraception J | Ulipristal acetate emergency contraception 
(LNG-EC) 1500 wg (1.5 mg) (UPA-EC) 30 mg 

D | Levonorgestrel emergency contraception K | Ulipristal acetate emergency contraception 
(LNG-EC) 3000 tg (3.0 mg)) (UPA-EC) 60 mg (double dose) 

E | Levonorgestrel emergency contraception L | Ulipristal acetate emergency contraception 
(LNG-EC) 1500 ug (1.5 mg) plus (UPA-EC) plus hormonal contraception 
hormonal contraception 

F | Pregnancy test and CU-IUD emergency M | Reassurance 
contraception (EC) 

G | Pregnancy test and Levonorgestrel N | Schering PC4 


1500 wg (1.5 mg) emergency 
contraception (EC) 


Instructions: Each of these women described below presented following UPSI. For each woman, 
choose from the above option list the single best recommendation you will offer the woman. Each 
option may be chosen once, more than once or not at all. 


46. 


47. 


48. 


49. 


50. 
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A 26-year-old woman had a normal vaginal delivery of a 3200 g male infant 23 days ago. 
She is breastfeeding sparingly and supplements the baby’s feeds with formula milk. She has 
not had a period, although has been spotting for the past 3 days. She reports having had UPSI. 
A 30-year-old woman went on the contraceptive patch 3months ago. She noticed that the patch 
has been detached for the past 24 h. She had UPSI last night. 

A 33-year-old teacher who has never been pregnant reports that she has not been able to feel 
the combined contraceptive ring which was inserted 1 week ago for the last 3 days. She had 
UPSI 24 h ago and does not want to become pregnant. 

A 36-year-old Para 3 who is on Depo-Provera had missed attending for the last injection 
16 days ago. She has attended for the injection today and reports having UPSI the previous 
night. She has now had her depo and is about to go home. 

A 40-year-old woman on Depo-Provera attended for her follow-up injection 14 weeks after the 
last injection. She reports UPSI, which occurred 5 days after the injection. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER IV 


EMQ Gynaecology: Paper IV 


Option list for questions 1-4 


A | Analgesia and supportive treatment N | Laparoscopic salpingostomy 
B | Diagnostic laparoscopy O | Laparoscopic oophorectomy 
C | Discharge home on antibiotics P | Laparoscopic ovarian cystectomy 
D | Discharge home with a 4-month follow-up | Q | Laparoscopic salpingo-oophorectomy 
E | Four monthly scans for | year and then R | Rescan in 3 months 
discharge if no change or surgery if 
indicated 
F | Hysterectomy and bilateral S | Rescan in 6 months 
salpingo-oophorectomy 
G | Hysterectomy and bilateral T | Serum B-hCG 
salpingo-oophorectomy and 
infra-colic omentectomy 
H | Methotrexate U | Staging laparotomy 
I | MRI scan V | Total abdominal hysterectomy, bilateral 
salpingo-oophorectomy 
J | Laparotomy — exploratory W | Total abdominal hysterectomy, bilateral 
salpingo-oophorectomy and infra-colic 
omentectomy 
K | Laparoscopic detorsion and ovarian X | Treat as PID with antibiotics and follow 
cystectomy at the same time local protocol 
L | Laparoscopic detorsion and ovarian Y | Treat as urinary tract infection (UTI) with 
cystectomy after 3-4 weeks antibiotics and follow local protocol 
M | Laparoscopic salpingectomy 


Instructions: For each of these patients, choose from the option list the single most appropriate 
treatment/management. Each option may be chosen once, more than once or not at all. 


1. 


A 28-year-old woman is seen as an emergency on D19 of an induction of ovulation cycle. 
She had a B-hCG injection 3 days prior to presentation. Her presenting complain is left iliac 
fossa pain. A urine pregnancy test is weakly positive. An ultrasound scan shows a small cystic 
structure with a spider-web appearance, which is not possible to separate from the ovary. 

A 28-year-old woman was admitted with a sudden onset right iliac fossa pain of 3 days dura- 
tion. The pain was initially intermittent but is now constant. She initially complained of nausea 
and vomiting, but this issue has now settled. Following admission, she was placed on antibiot- 
ics and pain killers as a case of acute PID. The pain that became constant and worsened shortly 
after admission has now settled. Her WBC count shows leucocytosis and her temperature is 
now 37.6°C. 

A 28-year-old woman presents as an emergency with intermittent severe lower abdominal 
pain that is predominantly on the right side. Her periods are regular, and the last one was 3 
weeks ago. She does not have a temperature, although suffers from nausea and had indeed 
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vomited twice. On examination, she is found to be apyrexial. There is mild lower abdominal 
tenderness and a well-defined mass in the right adnexum vaginally. This mass is confirmed on 
ultrasound to be a 8 x 8 cm dermoid ovarian cyst. 

A 38-year-old mother of two complained of loss of appetite and weight loss of 6 months dura- 
tion. Her mother died from ovarian cancer at the age of 45 years. The GP therefore carried 
out various investigations including a pelvic ultrasound scan and CA125. The CA125 level 
was reported to 267 IU/L, and the ultrasound scan showed a multiloculated 6 x 5 cm cyst in 
the pouch of Douglas. There was some fluid in the pelvis to a depth of 1 cm. A CT scan of the 
abdomen did not show any enlarged nodes. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER IV 


Option list for questions 5-8 


A | Ensure Fraser competence J | Obtain consent from patient 

B | Inform parents before commencing K | Release information requested 
treatment 

C | Inform social workers before treating L | Release with patient’s permission 

D | No need to seek permission from patient | M | Seek consent from husband before 
or hospital management to release notes proceeding 

E | Notify the police before treating N | Seek permission from hospital authority 

F | Obtain consent but inform the husband O | Treat but inform police 

G | Release without need for permission from | P | Treat after ensuring Fraser competence 
patient but with permission from the and encourage to tell parents 
hospital management 

H | Obtain consent from hospital management | Q | Treat without consent 

I_ | Obtain consent from next of kin 


Instructions: The following patients presented to various departments of the unit with a variety of 
symptoms. You are/have been involved in their care and need to obtain consent prior to initiating an 
appropriate treatment or releasing information to an appropriate authority. For each patient, select 
from the above option list, the single best action you will take with regard to consent. Each option 
may be selected once, more than once or not at all. 


5. 


A young 16-year-old girl and her 16-year-old partner have been referred for termination of 
pregnancy at 10 weeks of gestation. They have been together for the past 12 months. 

You had performed a forceps delivery for fetal distress in the second stage of labour. The out- 
come was a fresh stillbirth. The case was referred to the coroner who has now asked for a 
medical report. 

A 15-year-old woman is seen in the genito-urinary medicine clinic with a vaginal discharge 
and lower abdominal pain. She presented with her 19-year-old partner who is also symptom- 
atic. You suspect that she has an STI. 

A 14-year-old is seen in the emergency unit with abdominal pain and vomiting of 3 days dura- 
tion. She has a temperature and says that she has been having painful micturition for the past 
3 days. She had consensual sexual intercourse with a 20-year-old friend in her neighbourhood 
4 days ago. 
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Option list for questions 9-11 


A | Androgen insensitivity syndrome 


Isolated GnRH deficiency 


B | Congenital adrenal hyperplasia J | Mayer-R6kitansky-Kiister-Hauser 
syndrome (Miillerian agenesis) 

C | Constitutional delay K | Polycystic ovary syndrome (PCOS) 

D | Down syndrome L | Swyer’s syndrome 

E | Functional hypothalamic amenorrhoea M | Transverse vaginal septum 

F | Gonadal dysgenesis N | Turner’s syndrome 

G | Hyperprolactinaemia O | Vaginal agenesis 

H | Imperforate hymen P | 46XY gonadal dysgenesis 


Instructions: The following young girls presented with primary amenorrhoea. For each case, 
select the single most likely cause of her symptoms from the above option list. Each option may be 


selected once, more than once or not at all. 


9. A 19-year-old sexually active student presents with well-developed breast and pubic hair and 
failure to menstruate compared to her sister who menstruated at the age of 12 years. When 
examined, she is found to have well-developed breast to Tanner’s stage 4, pubic and axillary 


hair and a blind-ending vagina with no palpable uterus. 


10. A 20-year-old sexually active student is seen in the clinic with well-developed breast, scanty 


pubic hair and a short blind-ending vagina on examination. 


11. A 19-year-old girl is seen in the clinic with well-developed secondary sexual characteristics 
and amenorrhoea. She has had mild lower abdominal pain, but this has not been severe enough 
to warrant the need for painkillers. She is examined and found to have well-developed second- 
ary sexual characteristics and a lower abdominal mass. She is virgo intacta; thus, a vaginal 


examination is not performed. 
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Option list for questions 12-16 


A | Bladder injury J | Paracolic abscess 

B | Bowel obstruction (mechanical) K | Paralytic ileus 

C | Bronchopneumonia L | Pelvic abscess 

D | Deep vein thrombosis M | Pulmonary embolism 
E | Faeculent peritonitis N | Sub-phrenic abscess 
F | Haemorrhage (internal) O | Urinary retention 

G | Infected haematoma Ureteric injury 

H_ | Lobar pneumonia Vault haematoma 

I | Opiate toxicity 


Instructions: The women described below developed complications either during or after surgery. 
For each woman, choose from the option list the single option that best fits the complication. Each 
option may be chosen once, more than once or not at all. 


12. 


13. 


14, 


15. 


16. 


A 40-year-old woman had a total abdominal hysterectomy 5 days ago. She was slow to mobi- 
lize, and 3 days after surgery, she developed a temperature that was initially low grade. Last 
night, she had two bouts of diarrhoea. Over the last 24 h, the temperature has been swinging — 
the highest reading was 38.6°C. She is examined and found to have a minimally bruised wound 
and mildly distended abdomen with normal bowel sounds. A full blood count (FBC) shows her 
haemoglobin to be 116 g/L. 

A 42-year-old woman had a total abdominal hysterectomy 2 days ago. She has remained 
drowsy since surgery. Her pulse is 82 bpm, blood pressure 100/60 mmHg and pulse 6 per min. 
Her Hb is 80 g/L and her temperature is 37.3°C. 

A 43-year-old woman had an abdominal hysterectomy and bilateral salpingo-oophorectomy 
3 days ago. She was doing very well but has developed a temperature of 38°C associated with 
lower abdominal pain especially on the right side. She is nauseous but does not have any vomit- 
ing. When examined, apart from the pyrexia, there is mild bilateral swelling of the left lower 
limb up to the thigh but no tenderness. The abdomen is soft but tender on deep pelvic palpation 
especially over the sacral promontory. 

Four days after a laparoscopic-assisted vaginal hysterectomy and bilateral salpingo- 
oophorectomy, a 45-year-old woman complains of increasing abdominal pain, which is gen- 
eralized and associated with vomiting. The vomiting is not projectile. She is yet to open her 
bowels but started taking a light diet 2 days ago. She is examined and found to be apyrexial, 
but she has a pulse of 100 bpm and a BP of 140/70 mmHg. The abdomen is mildly distended 
with exaggerated bowel sounds. 

A 50-year-old woman had a vaginal hysterectomy, bilateral salpingo-oophorectomy and ante- 
rior repair 5 days ago with an estimated blood loss of 300 mL. She started complaining of a 
deep pelvic pain a few hours after surgery. On examination, she has a mild pyrexia of 37.6°C, 
pulse 118 bpm, and BP 100/50 mmHg. The abdomen is not distended. An FBC is performed 
and the Hb level is 83 g/L. Prior to surgery, the Hb level was 120 g/L. 
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Option list for questions 17-19 


A | Atrophic vaginitis G | Purple spots 

B | Bilateral kissing ulcers H | Strawberry cervix 

C | Cottage cheese appearance of the vagina I_ | Unilateral inguinal lymphadenopathy 

D | Hyperkeratotic labium majus with fissures | J | Vesiculate blisters on the vulva 

E | Indurated ulcers with raised edges K | White discrete cauliflower vulval and 
perineal growths 

F | Lichenization and fissuring L | White thin labia majus and minus 


Instructions: For each of the patients below, choose from the above option list the single most 
likely finding on physical examination of the genital tract. Each option may be chosen once, more 


than once or not at all. 


17. A 47-year-old woman presents with a 3-month history of vulval soreness associated with 
severe painful sexual intercourse. The pain is not relieved by lubrication. She gives a history 
of occasional postcoital bleeding. Her periods are regular, and her last cervical smear was 


18. 


19. A 20-year-old sexually active student on the combined hormonal contraception presents with 
vulval pain of 3 days duration associated with difficulties in passing urine over the last 12 h. 
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normal. 


A 19-year-old sexually active student complaints of flu-like symptoms and feeling unwell and 


feverish for a few days. She has pain on passing urine as well as pain in her vulva. 


She does not have any vaginal discharge but has been mildly feverish. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER IV 


Option list for questions 20-23 


A |Clause A E | Clause E 
B | Clause B F | Clause F 
C | Clause C G | Clause G 
D | Clause D H | Abortion act does not apply 


Instructions: Select from the above option list the single condition under which the patient’s preg- 
nancy may be terminated. Each option may be chosen once, more than once or not at all. 


20. 


21. 


22. 


23. 


A 27-year-old primigravida is seen as an emergency after she was brought in by ambulance 
at 24 weeks of gestation with a BP of 165/110 mmHg, 4+ protein and very irritable. Her 
blood biochemistry findings are as follows: raised ALT, urea and uric acid, thrombocytopenia 
(60 x 10%). She is commenced on intravenous labetalol and magnesium sulphate. 

A multiparous woman in her fourth pregnancy (3 normal vaginal deliveries and all were boys) 
had an ultrasound scan at 15 weeks of gestation, and the baby was found to be a boy. She had 
planned this pregnancy for a girl child. She is very distressed and wants to have a termination. 
A 19-year-old woman wishes to have a termination of pregnancy at 10 weeks of gestation as 
she is a student and her boyfriend is not ready to be a father. She does not wish to disrupt her 
studies. 

A 27-year-old woman is seen in her first pregnancy at 18 weeks of gestation having had an 
ultrasound scan that shows a single fetus with bilateral talipes equinovarus and a cleft lip and 
palate. A karyotype is performed, and the result is normal. She, however, wishes to have a 
termination of pregnancy. 
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Option list for questions 24-27 


A | Change biphasic to triphasic COCP M | Pregnancy test 

B | Change combined hormonal contraception | N | Reassurance 
(CHC) to one containing the progestogen 
drospirenone 

C | Change CHC to one containing the O | Reassurance and follow-up 
progestogen gestondene 

D | Change CHC to one containing the P | Self-obtained lower vaginal swab 
progestogen norethisterone 

E | Change CHC to one with 35 pg ethinyl Q | Screen for STI - C. trachomatis and 
oestradiol (EE) N. gonorrhoea 

F | Change CHC to one with 50 ug ethinyl R_ | Speculum examination to assess the cervix 
oestradiol 

G | Change CHC to one with a higher dose of | S | Speculum examination and cervical 
progestogen cytology 

H | Endometrial biopsy T | Speculum and bimanual examination 

I | Oestrogen tablets U | Take a clinical history 

J | Hysteroscopy and endometrial biopsy V | Transvaginal ultrasound scan with or 

without biopsy 
K_ | Low-dose EE combined oral contraceptive 
L | NSAIDS 


Instructions: These women present with unscheduled bleeding on hormonal contraception. For 
each woman choose from the option list above the single first best approach to the management 
(including investigation) of the bleeding. Each option may be chosen once, more than once or not 
at all. 


24, 


25. 
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A 22-year-old who was placed on the combined hormonal contraception attends complain- 
ing of unscheduled bleeding with the last pack. She has never had a smear before and is 
otherwise well. 

A 26-year-old student was placed on the combined hormonal contraceptive pill 3 months ago. 
She travelled with her boyfriend to South America for 2 months after going on the pill. She 
is now back but comes complaining of unscheduled bleeding for the past 6 weeks. She had a 
cervical smear | year ago. For 2 weeks during the trip, she experienced severe gastroenteritis. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER IV 


26. A 33-year-old married nurse was placed on the contraceptive patch 6 months ago. She presents 
with 2 months of unscheduled bleeding which has persisted. Bleeding had been scheduled 
(on time) for first 3 months on the patch. She is up-to-date with her smears. 

27. A 33-year-old married teacher on Depo-Provera is referred with unscheduled bleeding of 
2 months duration. She is otherwise well and up-to-date with her smears. 
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Option list for questions 28-31 


A | Arrange a repeat ultrasound scan in H | Laparoscopic salpingotomy 
1 week 
B | B-hCG in 48h I | Manual vacuum aspiration (MVAP) 
C | B-hCG in | week J | Medical management 
D | Conservative management K | RU 486 (Mifepristone) 200 mg oral 
E | Diagnostic laparoscopy L | RU 486 and misoprostol 
F | Expectant management M | Serial BHCG 
G | Intramuscular methotrexate N | Surgical evacuation 


Instructions: For each of these patients, choose from the above option list the single most appropri- 
ate treatment/management option. Each option may be chosen once, more than once or not at all. 


28. A 23-year-old woman attends the Early Pregnancy Unit (EPAU) of your hospital with a period 
of amenorrhoea and a brownish vaginal loss. A transvaginal ultrasound scan shows a gesta- 
tional sac measuring 25 mm with no fetal pole. 

29. A 23-year-old woman whose periods are regular is seen with 10 weeks of amenorrhoea and 
spotting. She had a transvaginal ultrasound scan that showed an irregular gestational sac mea- 
suring 30 x 28 mm with a small fetal pole measuring 6 mm and no fetal heart beat observed. 

30. An ultrasound scan was performed on a 23-year-old woman presenting with some spotting 
after 8 weeks of amenorrhoea. Her periods are irregular. The scan shows a regular sac measur- 
ing 15 x 20 mm with no content and no free fluid in the pouch of Douglas. 

31. A 23-year-old woman attends the EPAU at 7 weeks of gestation spotting. A pregnancy test is 
positive, and an ultrasound scan is ordered. The scan shows a thickened endometrium with no 
sac seen and no free fluid in the pouch of Douglas. 
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Option list for questions 32-35 


A | Copper intrauterine device (CU-IUD) H | Pregnancy test and UPA-EC 
B | Levonorgestrel emergency contraception I | Reassurance 

(LNG-EC) 750 ug 
C | Levonorgestrel emergency contraception J | Schering PC4 


(LNG-EC) 1500 tg (1.5 mg) 
D | Levonorgestrel emergency contraception K | Ulipristal acetate emergency contraception 
(LNG-EC) 3000 ug (3 mg) (UPA-EC) 5 mg 


E | Levonorgestrel emergency contraception L | Ulipristal acetate emergency contraception 
(LNG-EC) 1500 pg (1.5 mg) plus (UPA-EC) 30 mg 
hormonal contraception 


F | Pregnancy test and CU-IUD EC M | Ulipristal acetate emergency contraception 
(UPA-EC) 60 mg (double dose) 
G | Pregnancy test and Levonorgestrel N | Ulipristal acetate emergency contraception 
1500 ug (1.5 mg) EC (UPA-EC) plus hormonal contraception 


Instructions: Each of these women described below presented to the clinic following UPSI. 
For each woman, choose from the above option list the single best recommendation you will offer 
to the woman. Each option may be chosen once, more than once or not at all. 


32. A 26-year-old woman had a normal vaginal delivery of a 3200 g male infant 23 days ago. 
She is breastfeeding sparingly and supplements the baby’s feeds with formula milk. She has 
not had a period, although she has been spotting for the past 3 days. She reports having had 
unprotected sexual intercourse. 

33. A 21-year-old woman had a termination of pregnancy 4 days ago and reports that she imme- 
diately had unprotected sexual intercourse and is worried that she may be become pregnant. 
She is therefore requesting emergency contraception. 

34. A 30-year-old woman went on the contraceptive patch 3 months ago. She noticed that the patch 
has been detached for the past 24 h. She had UPSI last night. 

35. A 33-year-old teacher who has never been pregnant reports that she has not been able to feel 
the combined contraceptive ring which was inserted 1 week ago for the last 3 days. She had 
UPSI 24 h ago and does not want to become pregnant. 
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Option list for questions 36-38 


A | Colposcopy J | HPV testing and either offer colposcopy 
or return to routine 5-yearly programme 
B | Colposcopy and treat K | HPV testing and then offer colposcopy 
C | Colposcopy now and defer treatment L | If cytology is borderline, repeat HPV 
triage 
D | Colposcopy now and if normal, cytology | M | No treatment, but cytology at 12 months 
at follow-up according to national 
guidelines 
E | Cytology and colposcopy N | Repeat cytology at 3 months 
F | Cytology at 6 months O | Repeat cytology at 6 months 
G | Cytology at 12 months P | Routine recall cytology after 3 years 
H | Cytology at 12 months and HPV triage Q | Routine recall cytology after 5 years 
with or without colposcopy depending on 
local preference 
I | HPV testing and either offer colposcopy R | Treat now and perform cytology at 
or return to routine 3-yearly programme 6 months 


Instructions: Each of the women detailed below either attended for her routine cervical cancer 
screening cytology test or has had one and either been treated or scheduled for colposcopy. For each 
woman, choose from the above option list the single best follow-up advice you will offer. Each 


option may be selected once, more than once or not at all. 


36. A 34-year-old woman attended for her routine 3-yearly cervical cytology 2 weeks ago. 


37. 


38. 
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The result is low-grade dyskaryosis. 


A 34-year-old teacher came for her routine cervical cytology 6 weeks ago, and the result was 
borderline dyskaryosis. She was offered HPV testing, which was positive, and on this basis, 


she was invited for colposcopy. Colposcope was performed and reported as negative. 


A 34-year-old housewife had her routine cervical cytology 4 weeks ago, and the result was 
borderline endocervical. Automated HPV testing was positive and she was therefore referred 
for colposcopy. At colposcopy, she was found to have CIN1 which was confirmed by biopsy. 


A decision was taken not to treat her. 


EMQ QUESTIONS — EMQ GYNAECOLOGY: PAPER IV 


Option list for questions 39—41 


A | Anterior repair M | Sacrocolpopexy 

B | Colposuspension N | Sacrospinous fixation 

C | Colpocleisis O | Salpingectomy — laparoscopic 

D | Diagnostic laparoscopy P | Subtotal hysterectomy 

E | Hysteroscopy Q | Tension-free vaginal tape 

F | Manchester repair R_ | Total abdominal hysterectomy and 
bilateral salpingo-oophorectomy 

G | Myomectomy — laparoscopic S | Hysterectomy and bilateral 
salpingo-oophorectomy 

H | Myomectomy — open T | Trachelectomy 

I | Ovarian cystectomy — laparoscopic U | Uterine artery embolization 

J | Polypectomy V | Vaginal hysterectomy 

K | Posterior repair W | Wertheim’s hysterectomy 

L | Radiotherapy 


Instructions: For each of the case scenarios described below, select from the above option list 
the single most suitable surgical procedure. Each option may be selected once, more than once, or 
not at all. 


39. 


40. 


41. 


A 45-year-old G2P2 presented with stress urinary incontinence and occasional nocturia of 
7 months duration. Urinary frequency is normal, and there is no associated urgency or urge 
incontinence. On examination, she is found to have a BMI of 29 kg/m’, a mild cystocele and 
a cervix just below the level of the ischial spines. The uterus is bulky, but there are no pelvic 
masses. Urodynamic studies reveal urodynamic severe stress incontinence. 

A 32-year-old Jehovah’s Witness presents with menorrhagia and listlessness of 18 months’ 
duration. She has had three normal vaginal deliveries and following the last one, she was 
sterilized. Her periods are so heavy that she suffers from giddiness and has to take time off 
work. On examination, she is pale but is otherwise healthy. There is an abdominopelvic mass 
extending to the umbilicus, which is irregular and firm in consistency. An ultrasound confirms 
the presence of multiple uterine fibroids, most of which are intramural. The ovaries are normal. 
A 39-year-old woman was seen in the clinic with heavy menstrual periods for the past 
12 months. She is a mother of three children having completed her family. Her husband has 
had a vasectomy. She had been informed during her third pregnancy 6 years ago that she had 
fibroids. She has noticed that her abdomen has been getting bigger, and she is now struggling 
to fit in her dresses. She does not want to lose her uterus. Physical examination reveals an 
enlarged uterus compatible with 24 weeks gestation with features consistent with multiple 
uterine fibroids. She is sent for an ultrasound scan, which shows at least 10 multiple fibroids, 
the largest of which measured 70 x 75 mm and lying in the submucosal area of the posterior 
uterine wall. She had been placed on GnRH agonists, but these were not able to control her 
heavy periods. 
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Option list for questions 42-44 


A | Antibiotics L | Laparoscopic repair 
B | Boari flap M | Lavage and drainage 
C | Drainage N | Nil by mouth for 48 h 
D | End-to-end anastomosis O | Observe for 24-48 h 
E | Immediate referral to gynaecological P | Percutaneous nephrostomy 
oncologist 
F | Indwelling catheter for 48 h Q | Repair and colostomy 
G | Indwelling catheter for 7-10 days R | Retrograde uteroscopy 
H | Indwelling catheter for 7-10 days and S | Stent and retropubic drainage for 10 days 
antibiotics 
I_ | Laparotomy and repair T | Uretero-ureteric anastomosis/implantation 
J | Laparotomy and end-to-end anastomosis U | Repair and indwelling catheter for 10 days 
with antibiotics 
K | Laparotomy, repair and colostomy V | Utero-vesical anastomosis (implantation 
into the bladder) 


Instructions: For each of the case scenarios described below, select from the option list the single 
most appropriate management of the gynaecological surgical complication. Each option may be 
selected once, more than once, or not at all. 


42. A 27-year-old woman is undergoing a laparoscopic resection of rectovaginal endometriosis, 
and during the procedure, it is discovered that a small 0.5 x 0.5 cm hole has been made in the 
ileum close to its junction with the caecum. On closer inspection, this appears to have been 
secondary to slippage of the laser fibre. 


43. A 30-year-old woman is undergoing a laparotomy for a right dermoid cyst. The bowel, which 
is found to be attached to the ovarian cyst, is freed before the cystectomy, but the mucosa is 
breached and there is some anxiety that the breach might have gone into the lumen; on inspec- 
tion, this was not obvious. There is only a suspicion of bowel injury, which is thought to involve 
only the serosa. If it had involved the mucosa, faeculent material would have been seen. 

44. A 38-year-old woman is undergoing an abdominal hysterectomy and bilateral salpingo-oopho- 
rectomy for large uterine fibroids. During surgery, there is a suspicion that the bladder has been 
damaged by a clamp (crush injury), although there is no obvious injury seen. At the end of the 


procedure, an in-and-out catheter drains heavily blood-stained urine. 
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Option list for questions 45—47 


A | Bladder calculus I | Infection of the urinary tract 
B | Bladder carcinoma in situ J | Lower ureter calculus 

C | Bladder outlet obstruction K | Overactive bladder 

D | Cervical cancer L | Pelvic organ prolapse 

E | Drug-induced cystitis M | Radiation cystitis 

F | Endometriosis N | Urethral diverticulum 

G | Incomplete emptying of the bladder O | Uterine cancer 

H | Infection of the genital tract 


Instructions: For each of the patients below, choose from the above option list the single most 
likely diagnosis. Each option may be chosen once, more than once or not at all. 


45. A 39-year-old woman presents with symptoms of urinary frequency, urgency and urge incon- 
tinence. She also complains of having to wake up at night 2-3 times. She is a mother of two 
children, and both were normal vaginal deliveries. She is examined and found to have a normal 
lower genital tract with no tenderness around the urethra. She had kept a bladder diary prior to 
her visit, which showed the maximum voided urine of 150 mL. 


46. 


47. 


A 53-year-old woman is seen in the clinic with frequency of micturition, intermittent colicky 
supra-pubic pain and recurrent urinary tract infections. She does not have any dyspareunia. 
Physical examination reveals nothing abnormal. A urinalysis revealed microscopic haematuria 
that has persisted since she first went to see her GP 3 months ago. 


A 67-year-old woman has been referred by her GP with frequency, suprapubic pain and noc- 
turia. She does not have any symptoms of prolapse but complains that her stream is very poor 
and often she feels as if she has not completely emptied the bladder. 
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Option list for questions 48-50 


A | Adjuvant chemotherapy J | Simple excision 
B | Adjuvant chemoradiotherapy K | Simple excision and sentinel lymph node 
dissection (SLND) 
C | Adjuvant radiotherapy L | Simple excision with bilateral nodal 
dissection 
D | No additional treatment required M | Simple excision with ipsilateral nodal 
dissection 
E | Neoadjuvant chemotherapy N | Wide local excision 
F | Neoadjuvant chemotherapy followed by O | Wide local excision and bilateral node 
radiotherapy dissection 
G | Neoadjuvant chemotherapy followed by P | Wide local excision and ipsilateral node 
surgery (excision) dissection 
H | Primary radiotherapy Q | Wide local excision and node dissection 
using the triple incision technique 
I_ | Radical vulvectomy R | Vulvectomy and radiotherapy 


Instructions: The following patients presented with lesions on their vulva that were confirmed 
histologically to be carcinoma. They were scheduled for surgery or have had surgery. For each case, 


select from the above option list the single most appropriate next step in their treatment. 


48. A 70-year-old woman presents with a left-sided small lump on the upper portion of her right 
labium majorum. This is examined and suspected to be a malignancy. No nodes are palpable. 
A biopsy confirms carcinoma of the vulva with stromal invasion of less than 1 mm. The lesion 


49. 


50. 
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is 3 cm from the midline. She is scheduled for surgery. 


A 75-year-old woman presented to the Gynaecological Oncologist with vulval itching of 
6 months duration. On examination, she is found to have a whitish area on her left labium 
majorum, which is 2.5 cm in diameter. This is biopsied and reported as carcinoma of the vulva 


with stromal invasion of less than | cm. 


Surgery is performed on a 77-year-old woman with a histologically confirmed diagnosis of 
vulval carcinoma. The histology report on the excised tumour reads ‘well-differentiated carci- 
noma of the vulva. The lesion measured 2 x 3 cm, with a maximum depth of 1.5 mm. The mea- 


sured disease-free margin is 10 mm. One of the nodes is involved’. 


EMQ Answers 


EMQ Obstetrics: Paper | 


1. H Epidural and commence syntocinon 


Where there is a delay in labour or labour is slow, rupture of membranes should be performed. 
Following this, a vaginal examination should be performed after 2 h and if cervical dilation 
is less than 1 cm, slow progress should be diagnosed and syntocinon should be commenced. 
Prior to commencing syntocinon, it is advisable to offer the woman an epidural. (Intrapartum 
Care for Healthy Women and Babies. NICE 2014 Clinical Guideline [CG190], Published date: 
December 2014, Last updated: November 2016) 


2. N _ Re-examine in 4h 


Advise that a woman who has been commenced on syntocinon to correct dysfunctional labour is 
examined 4 h after commencing syntocinon in established labour. When syntocinon is started, 
it should be increased at intervals of not more than 30 min until there are four to five contrac- 
tions in every 10 min. (Intrapartum Care for Healthy Women and Babies. NICE 2014, Clinical 
Guideline [CG190], Published date: December 2014, Last updated: November 2016) 


3. E Emergency CS - category II: maternal 


If syntocinon is used to correct dysfunctional labour, the time between increments of the dose 
should be no more frequent than every 30 min. Increase syntocinon until there are four to five 
contractions in 10 min. Cervical dilation should be assessed after 4 h, and if it has increased by less 
than 2 cm, further obstetric review should be undertaken to assess the need for caesarean section. If 
cervical dilation has increased by 2 cm or more, advise 4-hourly vaginal examination. (/ntrapartum 
Care for Healthy Women and Babies. NICE 2014 Clinical Guideline [CG190], Published date: 
December 2014, Last updated: November 2016) 


4. P Encourage mobilization and change position to left lateral side; also offer oral fluids 


The response to this CTG with one non-reassuring but with two reassuring/normal features is 
to adopt a conservative management approach, which includes turning the patient onto her left 
side first and then offering her oral fluids and also encouraging her to mobilize. (Intrapartum 
Care for Healthy Women and Babies. NICE 2014 Clinical Guideline [CG190], Published date: 
December 2014, Last updated: November 2016) 


5. V_ Vaginal progesterone or prophylactic cervical cerclage 


Where the patient has a history of spontaneous preterm birth or mid-trimester loss between 24+° 
and 34+*° weeks of gestation and a TVS shows the cervix to be <25 mm at 16-24 weeks, she should 
be offered vaginal progesterone or a prophylactic cervical cerclage. (Preterm Labour and Birth. 
NICE Guideline NG25, November 2015) 
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6. U Vaginal progesterone 


Where the cervix is measured between 16*° and 24*° weeks of gestation and is <25 mm in a patient 
with no history of spontaneous preterm birth or mid-trimester miscarriage, vaginal progesterone rather 
than cerclage should be offered. (Preterm Labour and Birth. NICE Guideline NG25, November 2015) 


7. Q__ Prophylactic cervical cerclage 


Prophylactic cervical cerclage should be considered in women with a cervix less than 25 mm between 
16*° and 24*° weeks of gestation, if there is a history of cervical trauma or previous P-PROM. 
(Preterm Labour and Birth. NICE Guideline NG25, November 2015) 


8. D Compression duplex ultrasound scan 


In women with suspected PE who have symptoms and signs of DVT, compression duplex ultraso- 
nography should be performed. If the compression ultrasonography confirms the presence of DVT, 
no further investigation is necessary and treatment for VTE should be continued. (Thromboembolic 
Disease in Pregnancy and the Puerperium: Acute Management. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 37b, April 2015) 


9. C Chest X-ray followed by V/Q or CTPA 


In women with suspected PE without symptoms and signs of DVT, a ventilation/perfusion (V/Q) 
lung scan or a computerized tomography pulmonary angiography (CTPA) should be performed 
after a chest X-ray. Where the chest X-ray is abnormal and there is a clinical suspicion of PE, 
CTPA should be preferred compared to a V/Q scan. (Thromboembolic Disease in Pregnancy and the 
Puerperium: Acute Management. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 37b, April 2015) 


10. B Chest X-ray and V/Q scan 


The breast doses associated with CTPA can be reduced by 20%—40% by the use of bismuth shields 
placed over the breasts. It would be prudent to recommend that lung perfusion scans should be consid- 
ered as the investigation of first choice for young women, especially if there is a family history of breast 
cancer or the patient has had a previous chest CT scan. (Thromboembolic Disease in Pregnancy and the 
Puerperium: Acute Management. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 37b, April 2015) 


11. M_ Noneed for monitoring 


Unless there are specific indications such as extremes of weight (<50 kg or >90 kg, repeated VTE, 
renal impairment), there is no need to monitor those on LMWH with either peak Xa activity or 
platelet count. (Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


12. O Platelet count every 2-3 days from day 4 to 14 or until heparin is stopped 


Obstetrics patients who are postoperative and receiving unfractionated heparin should have platelet 
count monitoring performed every 2-3 days from day 4 to 14 or until heparin is stopped. If the 
patient had received heparin in the last 100 days, then platelets should be checked 24 h after initiat- 
ing treatment. (Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


13. O Stop warfarin and commence on LMWH 


Women on long-term warfarin or oral anticoagulants should be counselled about the risks of these 
agents to the fetus and advised to stop their oral anticoagulant therapy and change to LMWH as soon 


302 


EMQ ANSWERS — EMQ OBSTETRICS: PAPER I 


as pregnancy is confirmed, ideally within 2 weeks of the missed period and before the sixth week of 
pregnancy. (Reducing the Risk of Venous Thromboembolism during Pregnancy and the Puerperium. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 37a, April 2015) 


14. D_ Assess for depression now, 4-6 weeks postpartum and again at 3-4 months 
postpartum 


Multidisciplinary teams looking after women diagnosed with HIV should follow NICE guidance 
on the detection of antenatal and postnatal depression. This includes identifying women with 
past or present severe mental health illness including previous history of postnatal psychosis. 
These women should be managed in conjunction with a perinatal mental health team. The assess- 
ment of mental health should occur at the antenatal booking, postnatally at 4-6 weeks and 
then again at 3-4 months postpartum. (BHIVA Guidelines on the Management of Pregnancy for 
Women Living with HIV — 2018) 


15. E Break confidentiality 


Confidence in telling others about HIV will vary from woman to woman, and there may be cultural 
factors that influence the patterns of telling partners and other social network members. Talking to 
a family member other than a sexual partner should be encouraged as this has been demonstrated 
to reduce levels of postnatal depression. There are, however, situations where a woman given a 
new diagnosis of HIV may be reluctant to share this with a current sexual partner or appears to 
want to delay telling indefinitely. This can give rise to complex professional, ethical, moral and 
potentially legal situations. There is a conflict between the duty of confidentiality to the index 
patient and a duty to prevent harm to others. Breaking confidentiality in order to inform a sexual 
partner of the index patient’s positive HIV status is sanctioned as a last resort by the WHO and the 
GMC. (BHIVA Guidelines on the Management of Pregnancy for Women Living with HIV — 2018) 


16. A Allow progress of labour and anticipate vaginal delivery 


For women with a plasma viral load of <50 HIV RNA copies/mL, at 36 weeks of gestation, 
and in the absence of obstetric contraindications, a planned vaginal delivery is recommended. 
(BHIVA Guidelines on the Management of Pregnancy for Women Living with HIV — 2018) 


17. L_ Elective CS at 38-39 weeks 


Where the viral load at 36 weeks is at least 400 HIV RNA copies/mL, a planned caesarean sec- 
tion (PLCS) should be recommended. In this patient, the value is 500; hence, a CS is the delivery 
approach of choice. As in this case, where the indication for PLCS is the prevention of vertical trans- 
mission, PLCS should be undertaken at between 38 and 39 weeks of gestation. (BHIVA Guidelines 
on the Management of Pregnancy for Women Living with HIV — 2018) 


18. C __ Discordant growth 


The diagnosis of sGR is based on the premise that these women are at an increased perinatal risk. 
This risk is increased when the EFW discordance is greater than 20%; hence, the diagnosis of sGR 
is based on this cut-off estimated fetal weight difference. The above case is simply that of discordant 
growth. (Management of Monochorionic Twin Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 51, November 2016) 


19. F Administer corticosteroids and deliver by CS 


In type II or HII sFGR, delivery should be planned by 32 weeks of gestation unless fetal veloc- 
ity is significantly abnormal or there is worsening of fetal Doppler assessment. In this case, 
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there is worsening of the fetal Doppler assessment, and hence, delivery should be performed 
now. (Management of Monochorionic Twin Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 51, November 2016) 


20. N Induction of labour at 36+°-37+° weeks of gestation 


Women with MC twins should have timing of birth discussed and be offered elective delivery from 
36*° weeks of gestation with the administration of corticosteroids, unless there is an indication to 
deliver earlier. It is appropriate to aim for vaginal birth of MC/DA twins unless there are other spe- 
cific clinical indications for caesarean section. (Management of Monochorionic Twin Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


21. L Measure factor VIII first — prior to invasive testing 


The levels of factor VII/IX should be checked prior to invasive procedures or in associa- 
tion with bleeding symptoms in women who are known or potential carriers. (Management of 
Inherited Bleeding Disorders. The Royal College of Obstetricians and Gynaecologists Green-top 
No. 71, [Joined with UKHCDO], April 2017) 


22. P Offer fetal sex determination by ffDNA from 9 weeks — NIPD 


All carriers of severe haemophilia should be offered fetal sex determination by free fetal DNA analy- 
sis from 9 weeks of gestation. (Management of Inherited Bleeding Disorders. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 71 [Joined with UKHCDO], April 2017) 


23. N Measure clotting factor concentration before and after infusion and 4-6 h following 
treatment to facilitate dosing 


She requires treatment before the CVS as her factor VIII levels are low. When giving treatment to 
raise clotting factor levels, it is important to monitor the response to treatment by measuring plasma 
clotting factor concentration before and after infusion and 4—6 h following treatment to facilitate 
dosing. (Management of Inherited Bleeding Disorders. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 71 [Joined with UKHCDO], April 2017) 


24. C Cord blood now and at 3-6 months 


It is usually possible to diagnose severe and moderate haemophilia B at birth, but confirmation of 
mild haemophilia B is complicated by overlap with normal values, necessitating repeat testing at 
3-6 months of age by molecular analysis if the genetic defect is known. (Management of Inherited 
Bleeding Disorders. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 71 [Joined with UKHCDO], April 2017) 


25. F Delay vitamin K until carrier status is known 


Intramuscular vitamin K can result in localized bleeding in babies with haemophilia, including mus- 
cle haematomas. Intramuscular vitamin K should therefore be withheld until the results of diagnostic 
investigations are available, but if there is likely to be a significant delay, oral vitamin K should be 
administered. If haemophilia is diagnosed, oral vitamin K should be administered according to a 
standard regimen. (Management of Inherited Bleeding Disorders. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 71 [Joined with UKHCDO], April 2017) 


26. L Oral iron 


Oral iron should be the preferred first-line treatment for iron-deficiency anaemia. Parenteral iron 
is indicated when oral iron is not tolerated or absorbed or patient compliance is in doubt or if the 
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woman is approaching term and there is insufficient time for oral supplementation to be effective. 
(Blood Transfusion in Obstetrics. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 47, 2015) 


27. I Intraoperative cell salvage transfusion 


Cell salvage is recommended for patients where the anticipated blood loss is high enough to induce 
anaemia or expected to exceed 20% of estimated blood volume. (Blood Transfusion in Obstetrics. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 47, 2015) 


28. D_ Assess the position of the fetal neck and legs and estimate weight using USS 


Where a woman is present with an unplanned breech in labour, management should depend on the 
stage of labour, whether factors associated with increased complications are found, availability of 
appropriate clinical expertise and informed consent. Where time and circumstances permit, the 
position of the fetal neck and legs and the fetal weight should be estimated using ultrasound and 
the woman should be counselled as with planned vaginal breech delivery. In this patient, there is 
time to undertake this assessment. (Management of Breech Presentation. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 20b, March 2017) 


29. C _ Assess fetal size and counsel for vaginal delivery if fetus is less than 3500 g 


Women who present near or in active second stage of labour should be routinely offered caesarean 
section. Appropriate counselling should be offered and where time permits, the fetus is assessed to 
exclude risks of breech vaginal delivery. Where labour is progressing rapidly, there is a balance of risks: 
attempting caesarean section where the breech is very low is likely to be associated with increased peri- 
natal and maternal risk: assessment should therefore include what is feasible. Attempting vaginal deliv- 
ery in theatre with spinal anaesthesia or caesarean section with the breech on the perineum is likely to 
be associated with both increased perinatal and maternal risk. (Management of Breech Presentation. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 20b, March 2017) 


30. L Emergency CS for fetal reasons 


Where a woman presents with an unplanned vaginal breech in labour, management should depend 
on the stage of labour, whether factors associated with increased complications are found, availabil- 
ity of appropriate clinical expertise and informed consent. In this case, several unfavourable factors 
are present: primigravida, un-estimated fetal weight neck position and a high complete breech 
presentation. A CS is therefore the best option. (Management of Breech Presentation. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 20b, March 2017) 


31. A Absence seizures 


Absence seizures are characterized by generalized seizures that consist of brief blank spells asso- 
ciated with unresponsiveness, which are followed by rapid recovery. In pregnancy, the effects of 
this on the baby and mother are mediated through brief loss of awareness, although physiological 
effects are modest. Worsening absence seizures place the woman at high risk of tonic-clonic sei- 
zures. (Epilepsy in Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 68, June 2016) 


32. Q__ Tonic-clonic seizures 


Tonic-clonic seizures, previously known as grand mal epilepsy, are characterized by dramatic 
events with stiffening, then bilateral jerking and post-seizure state of confusion and sleepiness. 
There is usually sudden loss of consciousness with an uncontrolled fall without warning, which 
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may be associated with a variable period of fetal hypoxia. This seizure type is associated with the 
highest risk of sudden unexpected death in epilepsy (SUDEP). (Epilepsy in Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 68, June 2016) 


33. G Focal seizures 


These are characterized by variable symptoms depending on the region and networks of the brain 
affected. Within an individual, the attacks are recognizable and stereotypical. Seizures may impair 
consciousness. Primary focal seizures can undergo secondary generalization. An aura is a primary 
focal seizure. (Epilepsy in Pregnancy. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 68, June 2016) 


34. T Staphylococcus aureus toxic shock syndrome 


Any puerperal pyrexia associated with a widespread rash should suggest early toxic shock 
syndrome, especially if there is associated conjunctival hyperaemia or suffusion. A general- 
ized macular rash is present in most cases of staphylococcal toxic shock syndrome but in only 
10% of streptococcal toxic shock syndrome. Conjunctival suffusion is a classic sign of toxic 
shock syndrome. (Bacterial Sepsis Following Pregnancy. Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 64b, April 2012) 


35. U _—_— Streptococcal (6-haemolytic Streptococcus Group A) toxic shock syndrome 


Toxic shock syndrome could be staphylococcal or streptococcal. Both present with a high tempera- 
ture and chills (rigors). In streptococcal cases, the presence of a rash is rare (occurring in only about 
10% of cases), the hypotension tends to be more severe, coagulopathy and acute respiratory distress 
syndrome. The absence of conjunctival hyperaemia and a rash in this case points to a streptococcal 
cause of the symptoms. (Bacterial Sepsis Following Pregnancy. Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 64b, April 2012) 


36. T USS examination scan including TVS at 32 weeks of gestation 


If the placenta is thought to be low lying (i.e. less than 20 mm from the internal os) or praevia (cov- 
ering the os) at the routine fetal anomaly scan, a follow-up ultrasound examination including a TVS 
is recommended at 32 weeks of gestation to diagnose persistent low-lying placenta and/or placenta 
praevia. (Placenta Praevia and Placenta Accreta: Diagnosis and Management. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 27a, September 2018) 


37. S TVS at around 36 weeks of gestation 


In women with a persistent low-lying placenta or placenta praevia at 32 weeks of gestation who 
remain asymptomatic, an additional TVS is recommended at around 36 weeks of gestation to 
inform discussion about mode of delivery. (Placenta Praevia and Placenta Accreta: Diagnosis 
and Management. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 27a, September 2018) 


38. B_ _— Dissecting aortic aneurysm rupture 


The typical features of dissecting aneurysm include sudden onset of severe chest or upper back pain 
often described as a tearing, ripping or shearing sensation that radiates to the neck or down the back 
a wide pulse pressure and systolic hypertension (if the patient is not already in shock). The pain 
tends to be central or interscapular and is often followed by sudden collapse. (Maternal Collapse in 
Pregnancy and the Puerperium. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 56, February 2011) 
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39. A Aspiration pneumonitis (Mendelson syndrome) 


Pregnant women are at a significantly higher risk of regurgitation and aspiration secondary to the 
progesterone effect relaxing the lower oesophageal sphincter and delayed gastric emptying, along 
with the raised intra-abdominal pressure secondary to the gravid uterus. Aspiration pneumonitis 
in the pregnant woman, known as Mendelson syndrome, can be severe, particularly as the gastric 
pH is lower than that in the nonpregnant population. Although these are more common during intu- 
bation, they can also occur with regional analgesia as well as in those who are not in labour or have 
been given regional or GA as in this case. Clinical features will include breathlessness and chest 
pain where characteristic signs of bronchiole constriction (wheeze or rhonchi) will be heard. Early 
intubation with effective cricoid pressure and the use of H, antagonists and antacids prophylacti- 
cally in all women considered to be at high risk of obstetric intervention during labour are advised. 
(Maternal Collapse in Pregnancy and the Puerperium. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 56, February 2011) 


40. H Myocardial infarction 


Women with myocardial infarction can present with pressure, tightness, pain or a squeezing 
sensation in the chest or arms that may spread to the neck, jaw or back. Other features include 
nausea, indigestion heartburn or abdominal pain associated with shortness of breath, cold 
sweat, fatigue and lightheadedness or sudden dizziness. (Maternal Collapse in Pregnancy and 
the Puerperium. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 56, February 2011) 


41. Q Refer to fetal medicine in 5 weeks after infection 


Oral aciclovir should be prescribed for pregnant women with chickenpox if they present within 
24 h of the onset of the rash and if they are at 20+° weeks of gestation or beyond. Use of aciclovir 
before 20*° weeks should also be considered. Here the presentation is after 48 h; hence, the concerns 
would be the effect of the infection on the fetus. Fetal varicella syndrome (FVS) is characterized 
by one or more of the following symptoms: skin scarring in a dermatomal distribution; eye defects 
(microphthalmia, chorioretinitis or cataracts); hypoplasia of the limbs; and neurological abnormali- 
ties (microcephaly, cortical atrophy, mental retardation or dysfunction or bowel and bladder sphinc- 
ters). It does not occur at the time of the initial infection but results from a subsequent herpes zoster 
reactivation in utero and only occurs in a minority of infected fetuses. Women who develop chick- 
enpox in pregnancy should be referred to a fetal medicine specialist at 16—20 weeks or 5 weeks after 
infection, for discussion and detailed ultrasound examination. (Chickenpox in Pregnancy. Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 13, January 2015) 


42. D Defer amniocentesis/CVS until rash has crusted 


Amniocentesis/chorionic villus sampling should not be performed before the skin lesions of chick- 
enpox have completely healed. (Chickenpox in Pregnancy. Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 13, January 2015) 


43. F —_ Corticosteroids and ELLCS at 34-36 weeks of gestation 


The ultimate management goal of confirmed vasa praevia should be to deliver before rupture 
of membranes while minimizing the impact of iatrogenic prematurity. Based on available data, 
planned caesarean delivery for prenatally diagnosed vasa praevia at 34-36 weeks of gestation 
is reasonable in asymptomatic women. (Vasa Praevia: Diagnosis and Management. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 27b, September 2018) 
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44. B= Admit until delivery and administer corticosteroids 


A decision for prophylactic hospitalization from 30 to 32 weeks of gestation in women with confirmed 
vasa praevia should be individualized and based on a combination of factors including multiple preg- 
nancy antenatal bleeding and threatened preterm labour. Women with a short cervix are more likely to 
go into spontaneous labour with the risk of rupturing the vasa praevia, and admission will allow monitor- 
ing and early intervention in the case of labour. (Vasa Praevia: Diagnosis and Management. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 27b, September 2018) 


45. P Rub up uterine fundus and make sure the bladder is empty 


The simple mechanical and physiological measures of ‘rubbing up the fundus’ and emptying the 
bladder to stimulate uterine contractions represent the first-line management of PPH. (Prevention and 
Management of Postpartum Haemorrhage. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 52, December 2016) 


46. E Examination under anaesthesia 


Women with postpartum haemorrhage (PH) should be managed in a step-wise approach bearing 
in mind the 4Ts (tone, tissue, trauma and thrombin) that cause PPH. Where tone and tissue have 
been excluded and the patient is still bleeding, an examination under anaesthesia is the next step 
to rule out trauma of the lower genital tract as a cause of the PPH. (Prevention and Management 
of Postpartum Haemorrhage. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 52, December 2016) 


47. L__ Serial ultrasound scan for growth and umbilical artery Doppler from 26 to 28 weeks 
of gestation 


This patient has several risk factors for SGA, and these include major (smoking and echogenic 
bowel) and minor (her BMI). Any patient with a major risk factor should be offered serial scan- 
ning rather than uterine artery Doppler screening. (Small-for-Gestational Age: Investigation and 
Management. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 31, 
March 2013) 


48. A Amniocentesis for karyotyping 


Karyotyping should be offered in severely SGA fetuses with structural abnormalities and in those 
detected before 23 weeks of gestation especially if uterine artery Doppler is normal. In this patient, 
the presence of polyhydramnios and a symmetrically small baby suggest that the problem is unlikely 
to be placental; hence, a uterine artery Doppler would not be very beneficial. (Small-for-Gestational 
Age: Investigation and Management. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 31, March 2013) 


49. F _—_ Echocardiography 


Perform an echocardiogram for babies of women with diabetes if they show clinical signs associ- 
ated with congenital heart disease or cardiomyopathy, including heart murmur. The timing of the 
examination will depend on the clinical circumstances. (Diabetes in Pregnancy: Management from 
Preconception to the Postnatal Period. NICE Guideline, Published: 25 February 2015) 


50. A Admit to the neonatal ward 


Babies of women with diabetes should be admitted to the neonatal unit if they have: hypoglycaemia 
associated with abnormal clinical signs, respiratory distress, signs of cardiac decompensation from 
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congenital heart disease or cardiomyopathy, signs of neonatal encephalopathy, signs of polycythae- 
mia and are likely to need partial exchange transfusion, need for intravenous fluids, need for tube 
feeding (unless adequate support is available on the postnatal ward), jaundice requiring intense 
phototherapy and frequent monitoring of bilirubinaemia, been born before 34 weeks (or between 
34 and 36 weeks if dictated clinically by the initial assessment of the baby and feeding in the labour 
ward). (Diabetes in Pregnancy: Management from Preconception to the Postnatal Period. NICE 
Guideline, Published: 25 February 2015) 
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EMQ Obstetrics: Paper II 


1st Fetal blood sample to assess degree of urgency for delivery 


If birth needs to be expedited for maternal or for fetal reasons, asses both the risk to the baby and the 
safety of the woman. Such an assessment should include the degree of urgency, the clinical findings 
on abdominal and vaginal examination, choice of mode of birth (and whether to use forceps or ven- 
touse if an instrumental birth is indicated), anticipated degree of difficulty including the likelihood 
of success if instrumental birth is attempted and the need for additional analgesia or anaesthesia 
including the woman’s preferences. Here, it is important to ascertain the degree of urgency for deliv- 
ery as this could potentially be a difficult instrumental delivery. A normal scalp pH will give time 
for the presenting part to descend further. (Intrapartum Care for Healthy Women and Babies. NICE 
2014 Clinical Guideline [CG190], Published date: December 2014, Last updated: November 2016) 


2. B Emergency CS category I fetal 


If birth needs to be expedited for maternal for fetal reasons, assess both the risk to the baby and 
the safety of the woman. Such an assessment should include the degree of urgency, the clinical 
findings on abdominal and vaginal examination, choice of mode of birth (and whether to use for- 
ceps or ventouse if an instrumental birth is indicated), anticipated degree of difficulty including 
the likelihood of success if instrumental birth is attempted and the need for additional analgesia 
or anaesthesia including the woman’s preferences. Here, the degree of difficulty anticipated is 
significantly high, and there is evidence that the baby may be acidotic; hence, delivery by the easi- 
est and least likely to fail method is the best option. (Intrapartum Care for Healthy Women and 
Babies. NICE 2014 Clinical Guideline [CG190], Published date: December 2014, Last updated: 
November 2016) 


3. W_ Turn patient to lateral position and encourage to mobilize 


Bradycardia or persistent deceleration is defined as a drop in baseline below 100 bpm for 3 min or 
more. The initial approach to managing this patient is conservative measures (while making prepa- 
ration for urgent birth). If the heart rate fails to recover by 9 min, then reassess decision and expedite 
birth. (intrapartum Care for Healthy Women and Babies. NICE 20/4. Clinical Guideline [CG190], 
Published date: December 2014, Last updated: November 2016) 


4. §S Perform a fetal blood sample to measure pH or lactate 


If the CTG in labour shows a baseline heart rate above 180 bpm with no other non-reassuring or 
abnormal feature and conservative measures (such as offering fluids, changing position and mobiliz- 
ing) have failed, offer a fetal blood sample to measure lactate or pH. (Intrapartum Care for Healthy 
Women and Babies. NICE 2014 Clinical guideline [CG190], Published date: December 2014, Last 
updated: November 2016) 


5. T Repeat FBS after 30 min 


The normal pH is 7.25 or more and the normal lactate is at most 4.1 mmol/L. pH values of 7.21—7.24 
or lactate values of 4.2—4.8 mmol/L are borderline, and when such borderline values are obtained, 
the sampling should be repeated no more than 30 min later if this is still indicated by the CTG or 
sooner if additional non-reassuring or abnormal features are seen. If the lactate or pH is normal, then 
offer repeat no more than | h later if this is still indicated by the CTG or sooner if additional non- 
reassuring or abnormal features are seen. (Intrapartum Care for Healthy Women and Babies. NICE 
2014 Clinical Guideline [CG190], Published date: December 2014, Last updated: November 2016) 
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6. H Erythromycin for 10 days and corticosteroids 


Offer women with P-PROM oral erythromycin four times a day for a maximum of 10 days or 
until the woman is in established labour (whichever is sooner). (Preterm Labour and Birth. NICE 
Guideline NG25, November 2015) 


7. A Amniocentesis followed by rescue cerclage 


A rescue cerclage is indicated for women between 16*° and 27*° weeks of pregnancy with a dilated 
cervix and exposed unruptured membranes as long as there is no infection, bleeding or uterine con- 
tractions. A rescue cerclage is contraindicated if there are signs of infection or active vaginal bleeding 
or uterine contractions. An amniocentesis will enable the exclusion of chorioamnionitis — a contra- 
indication to insert a cerclage. (Preterm Labour and Birth. NICE Guideline NG25, November 2015) 


8. D Discontinue LMWH 24 h prior to planned delivery 


Women on a maintenance dose of LMWH undergoing a planned delivery (induction of labour or elec- 
tive caesarean section) should discontinue LMWH 24 h prior to the planned delivery. (Thromboembolic 
Disease in Pregnancy and the Puerperium: Acute Management. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 37b, April 2015) 


9. H  Recommence LMWH 4h after removal of the epidural catheter 


LMWH should not be given for 4 h after the use of spinal anaesthesia or after an epidural catheter 
has been removed, and the epidural catheter should not be removed within 24 h of the most recent 
injection. (Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


10. D Discontinue LMWH for at least 24 h before regional anaesthesia 


For women on therapeutic doses of LMWH undergoing planned delivery by caesarean section, 
regional anaesthetic or analgesic should not be undertaken until at least 24 h after the last dose of ther- 
apeutic LMWH. (Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


11. V_ Screen for STI, HIV resistance and liver function test and baseline CD4 count 


When a new diagnosis of HIV is made, sexual health screening is recommended. Furthermore, 
HIV resistance screening should be undertaken prior to initiating cART. HIV resistance test- 
ing should be completed, and results should be available prior to initiation of treatment except 
for late presenting women (i.e. from 28 weeks). A liver function test should be undertaken as 
well and then at each antenatal visit. A baseline CD4 count should be performed and again at 
delivery. (British HIV Association Guidelines on the Management of HIV in Pregnancy and 
Postpartum — 2018) 


12. O Viral load 2—4 weeks after commencing cART and then every trimester at 36 weeks 
and at delivery 

In women who commence cART in pregnancy, an HIV viral load should be performed 2—4 weeks 

after commencing cART, at least once every trimester, at 36 weeks and at delivery. (British HIV 

Association Guidelines on the Management of HIV in Pregnancy and Postpartum — 2018) 

13. O Intravenous zidovudine and immediate CS 


For woman with the last measured plasma viral load of 50-999 HIV RNA copies/mL, immediate cae- 
sarean section should be considered taking into account the actual viral load, the trajectory of the viral 
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load, length of time on treatment, adherence issues, obstetrics factors and the women’s views. (British 
HIV Association Guidelines on the Management of HIV in Pregnancy and Postpartum — 2018) 


14. O Intravenous zidovudine and immediate CS 


Intrapartum intravenous zidovudine infusion is recommended in the following circumstances: (a) 
for women with a viral load of >1000 HIV RNA copies/mL plasma who present in labour or with 
ruptured membranes or who are admitted for planned CS; (b) for untreated women presenting in 
labour or with ruptured membranes in whom the current viral load is not known. The use of intra- 
partum intravenous zidovudine infusion can be considered in women on cART with a plasma HIV 
viral load between 50 and 1000 HIV RNA copies/mL. (British HIV Association Guidelines on the 
Management of HIV in Pregnancy and Postpartum — 2018) 


15. O Intravenous zidovudine and immediate CS 


Intrapartum intravenous zidovudine infusion is recommended in the following circumstances: (a) 
for women with a viral load >1000 HIV RNA copies/mL plasma who present in labour or with 
SROM or who are admitted for PLCS; and (b) for untreated women presenting in labour or with 
SROM in whom the current viral load is not known. The use of intrapartum intravenous zidovu- 
dine infusion can be considered in women on cART with a plasma HIV viral load between 50 and 
1000 HIV RNA copies/mL. If the maternal HIV viral load is at least 10,000 HIV RNA copies/ 
mL (as in this patient) immediate caesarean section is recommended. (British HIV Association 
Guidelines on the Management of HIV in Pregnancy and Postpartum — 2018) 


16. A sFGRtypel 


Intype 1 sFGR, there is growth discordance of more than 20%, but the Doppler of the umbilical artery shows 
the presence of end-diastolic velocities in both twins. (Management of Monochorionic Twin Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


17. E TTTSstagel 


For the diagnosis of TTTS Quintero stage I, there should be a discordance in growth, but the char- 
acteristic features are discordance in liquor volume with the smaller twin having oligohydramnios 
(DVP of <2 cm) and the larger twin polyhydramnic with a DVP of >8 cm if diagnosed before 
20 weeks of gestation as in this case. (Management of Monochorionic Twin Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


18. H TTTSstage IV 


In Quintero stage IV, there are features of Quintero stage HI and the development of overt hydrops 
such as ascites, scalp oedema and pleural effusion, usually in the recipient twin. (Management of 
Monochorionic Twin Pregnancy. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 51, November 2016) 


19. K Delivery by caesarean section at 32*°-34*" weeks after corticosteroids 


MCMaA twins have a high risk of fetal death and should be delivered by caesarean section between 
32*° and 34*° weeks of gestation. (Management of Monochorionic Twin Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


20. N Elective CS at 36+°-37*° weeks of gestation 


Where the MC/DA twins are uncomplicated, and the presenting twin is cephalic, there are no ben- 
efits in caesarean delivery; however, where the presenting twin is breech, an elective CS should 
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be performed at 36+°-37+° weeks of gestation. (Management of Monochorionic Twin Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


21. N Recombinant factor VIII 


Desmopressin (DDAVP) can be used antenatally to raise factor VIII levels. Due to its antidiuretic 
effect, fluids should be restricted to 1 litre for 24 h after use or if not possible, electrolytes should be 
monitored. Recombinant factor VIII should be used if levels obtained with DDAVP are insufficient 
or in the known non-responder. (Management of Inherited Bleeding Disorders. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 71 [Joint with United Kingdom 
Haemophilia Centre Doctors Organisation — UKHCDO], April 2017) 


22. O Recombinant factor [IX — intravenous 


Recombinant factor IX is required to cover invasive or surgical procedures in women with fac- 
tor levels that are less than 0.5 IU/mL. These factors are administered intravenously and clotting 
factors should be checked prior to administration and 4-h after to facilitate dosing. (Management 
of Inherited Bleeding Disorders. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 71 [Joint with United Kingdom Haemophilia Centre Doctors Organisation — 
UKHCDO], April 2017) 


23. G Emergency CS 


The first stage of labour in a breech presentation should be managed according to the same prin- 
ciples as with a cephalic presentation. Where the progress is slow, caesarean section should be 
considered. In the presence of an epidural analgesia, and a contraction frequency of fewer than 
four in 10 min, syntocinon may be considered. A passive second stage to allow the descent of 
the breech to the perineum prior to active pushing is recommended, if the breech is not visible 
within 2 h of the passive second stage, a caesarean section should normally be recommended. 
(Management of Breech Presentation. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 20b, March 2017) 


24. C Commence on syntocinon 


In the presence of an epidural analgesia, and a contraction frequency of fewer than four in 10 
min, syntocinon may be considered. (Management of Breech Presentation. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 20b, March 2017) 


25. L  Reassess in 4h 


The first stage of labour should be managed according to the same principles as those for a cephalic 
presentation. Cervical dilation should therefore be at the rate of 0.5 cm/hour. To reduce the risk 
of cord compression, amniotomy is reserved for definite clinical indications as in this patient. 
(Management of Breech Presentation. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 20b, March 2017) 


26. A Amniotic fluid embolism 


Amniotic fluid embolism typically occurs during labour and delivery or in the immediate 
postpartum period, after caesarean delivery, amniocentesis, removal of placenta or with ter- 
mination of pregnancy. Very rarely, it may be associated with abdominal trauma, cervical 
suture removal, ruptured uterus or intrapartum amnioinfusion. The prodromal symptoms 
in AFE are acute/profound onset fetal distress, sudden chills, shivering, sweating, anxiety 
and coughing followed by signs of respiratory distress, shock, cardiovascular collapse and 
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convulsions. Respiratory difficulty, evidenced by cyanosis, tachypnoea and bronchospasm, 
frequently culminates in fulminant pulmonary oedema. Hypoxemia explains the cyanosis, 
restlessness, convulsions and coma. Reflex tachypnoea results from the decreased arterial 
oxygen saturation and cardiovascular collapse, heralded by hypotension, tachycardia and 
arrhythmia may end in cardiac arrest. Convulsions may be an early manifestation of central 
nervous system involvement combined with cerebral ischemia and eventually may lead to 
coma and death. If the patient survives this initial episode, bleeding occurs secondary to dis- 
seminated intravascular coagulopathy and uterine atony. (Maternal Collapse in Pregnancy 
and the Puerperium. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 56, February 2011) 


27. M __ Tension pneumothorax 


Tension pneumothorax is classically characterized by hypotension and hypoxia. In pregnancy, this 
is often of sudden onset especially in labour. On examination, breath sounds are absent or signifi- 
cantly reduced on the affected side, and the trachea deviates away from the affected side. The thorax 
may also be hyper-resonant with jugular venous distention and tachycardia. (Maternal Collapse in 
Pregnancy and the Puerperium. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 56, February 2011) 


28. H Rupture of aneurysm 


Common signs and symptoms of a ruptured aneurysm include sudden, extremely severe headache 
(with patients describing the pain as the worse they have ever experienced), nausea and vomiting, 
blurred or double vision, sensitivity to light, seizure, a drooping eyelid, loss of consciousness and 
a stiff neck especially where this has ruptured. Continuing bleeding results in depression of the 
brain stem with respiratory and cardiac arrest followed by death. (Maternal Collapse in Pregnancy 
and the Puerperium. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 56, February 2011) 


29. L Proceed to deliver the baby by a classical CS and proceed to a hysterectomy 


In the case of unsuspected placenta accreta spectrum (percreta for example) diagnosed after the 
birth of the baby, the placenta should be left in situ and an emergency hysterectomy is performed 
where the delivery is elective. Where it is an emergency, the baby should be delivered preferably 
by making an incision away from the placenta (classical) followed by management of the placenta 
which may include hysterectomy. By this time, the appropriate team would have arrived. (Placenta 
Praevia and Placenta Accreta: Diagnosis and Management. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 27a, September 2018) 


30. N Regular review, USS examination and access to emergency care 


When the placenta is left in situ, local arrangements need to be made to ensure regular review, ultra- 
sound examination and access to emergency care should the women experience complications such as 
bleeding or infection. (Placenta Praevia and Placenta Accreta: Diagnosis and Management. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 27a, September 2018) 


31. C Dorsal position 


Compared with the dorsal supine position, the ‘all-fours’ position considerably increases pelvic 
dimensions on magnetic resonance imaging. Delivery with the woman in the forward-facing posi- 
tion (squatting or all-fours) is the position favoured by many experienced operators claiming par- 
ticularly that it is easier to observe for signs that the delivery will be more difficult. The principal 
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difficulty with an ‘all-four’ position is when manoeuvres are required. Most obstetricians are more 
familiar with performing these in a difficult breech birth with the women in the dorsal position. 
(Management of Breech Presentation. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 20b, March 2017) 


32. H Maternal blood for estimation of feto-maternal haemorrhage 30-40 min after 
re-infusion with salvaged cells 


A maternal blood sample should be taken for the estimation of feto-maternal haemorrhage 30-40 min 
after re-infusion in case more anti-D is indicated. (Blood Transfusion in Obstetrics. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 47, 2015) 


33. D FFP ata dose of 12-15 mL/kg 


FFP at a dose of 12-15 mL/kg should be administered for every 6 units of red cells during major 
obstetrics haemorrhage. Subsequent FFP transfusion should be guided by the results of the clotting 
tests if they are available in a timely manner aiming to maintain prothrombin time (PT) and acti- 
vated thromboplastin time (APTT) ratios at least 1.5x normal. (Blood Transfusion in Obstetrics. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 47, 2015) 


34. G Neville Barnes forceps 


Operators should be aware that no indication for operative delivery is absolute and should be able to 
distinguish ‘standard’ from ‘specific’ indications. A vacuum extractor should not be used at gesta- 
tions of less than 34+° weeks. The safety of vacuum extraction between 34+° and 36*° weeks of ges- 
tation is uncertain and should therefore be used with caution. (Operative Vaginal Birth. The Royal 
College of Obstetricians and Gynaecologists Green-top guideline No. 26, January 2011) 


35. B Emergency CS 


Fetal bleeding disorders (e.g. alloimmune thrombocytopenia or a predisposition to fracture e.g. 
osteogenesis imperfecta) are relative contraindications to operative vaginal delivery. However, 
there may be considerable risk if the head has to be delivered abdominally from deep in the pel- 
vis. (Operative Vaginal Birth. The Royal College of Obstetricians and Gynaecologists Green-top 
guideline No. 26, January 2011) 


36. C Fetal blood sample 


This is a mid-cavity position, and an instrumental delivery has a greater risk of failure. A fetal blood 
sample will determine the need to expedite delivery. If this is normal, the operator will give the head 
time to descend further making an operative delivery less likely to fail. (Operative Vaginal Birth. 
The Royal College of Obstetricians and Gynaecologists Green-top guideline No. 26, January 2011) 


37. I Review medication within 10 days 


If the AED dose was increased during pregnancy, it should be reviewed within 10 days of delivery 
to avoid postpartum toxicity. Symptoms of AED toxicity include drowsiness, diplopia or unsteadi- 
ness. If any of these occur, then urgent review is required. (Epilepsy in Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 68, June 2016) 


38. B Breastfeed and continue medication 


Lamotrigine, levetiracetam and topiramate transfer to a larger extent to the child from breastmilk 
compared with sodium valproate, carbamazepine and phenytoin, which have minimal transfer. 
Breastfeeding has not been shown to affect the cognitive outcomes at 3 years of age in children 
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who were exposed in utero to lamotrigine, sodium valproate, phenytoin or carbamazepine mono- 
therapy. (Epilepsy in Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 68, June 2016) 


39. S Refer to hospital for assessment and oral aciclovir 800 mg tds for 7 days 


A hospital assessment should be considered in women at high risk of severe or complicated chick- 
enpox even in the absence of concerning symptoms or signs. Respiratory symptoms, neurological 
symptoms such as photophobia, seizures or drowsiness, a haemorrhagic rash or bleeding or a dense 
rash with or without mucosal lesions are indicative of potentially life-threatening chickenpox and 
are indications for referral to a hospital with intensive case access. If the woman smokes cigarettes, 
has chronic lung disease, is immunosuppressed (including those on systemic corticosteroids in 
the preceding 3 months) or is in the second half of pregnancy, a hospital assessment should be 
considered even in the absence of complications. (Chickenpox in Pregnancy. Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 13, January 2015) 


40. E Delay delivery by 5 days 


Ideally a minimum of 7 days should elapse between the onset of the rash and delivery. However, 
delivery may be required to facilitate assisted ventilation in cases where varicella pneumonia is 
complicated by respiratory failure. As the rash has lasted more than 24 h, aciclovir is less likely to be 
of benefit. (Chickenpox in pregnancy. Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 13, January 2015) 


41. K Serial ultrasound biometry and umbilical artery Doppler every 14 days 


In the monitoring of SGA fetuses, when the umbilical artery Doppler is normal, the recommended 
interval between monitoring is 14 days with umbilical artery Doppler. (Small-for- Gestational Age: 
Investigation and Management. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 31, March 2013) 


42. L__ Serial ultrasound biometry and umbilical artery Doppler every 21 days 


When using two measurements of AC or EFW to estimate growth velocity, they should be at least 
3 weeks apart to minimize false positive rates for diagnosing FGR. More frequent measurements 
of fetal size may be appropriate where the birth weight is relevant outside of the context of diagnos- 
ing FGS/SGA. (Small-for-Gestational Age: Investigation and Management. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 31, March 2013) 


43. G Hysterectomy 


If the uterus is well contracted, then an examination under anaesthesia should be undertaken. Any 
clotting abnormality should be corrected. An intrauterine balloon tamponade should be consid- 
ered where the uterus is not contracting well or responds to uteronics, but this is not maintained. 
A brace suture such as the B-Lynch or modifications thereof should be used as the next step where 
the balloons are not effectively controlling the haemorrhage. The surgical options to consider 
include a stepwise uterine devascularization of the uterus and bilateral internal iliac ligation. 
There should not be an unnecessary delay in performing a hysterectomy as this may be the only 
lifesaving step for the haemorrhage. Where facilities are available for interventional radiology 
this should be considered, but it must be recognized that without prior warning and ensuring 
that the set-up is ready for it, it may be difficult to implement. (Prevention and Management of 
Postpartum Haemorrhage. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 52, December 2016) 
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44. D ~—_ Carboprost intramuscular — 250 ug every 15 min 


The most common cause of primary PPH is uterine atony. The initial management of PPH should, 
therefore, involve measures to stimulate myometrial contractions. The following mechanical and 
pharmacological measures should be instituted/administered in turn: (a) palpate the uterine fundus 
and rub it to stimulate contractions (‘rubbing up the fundus’); (b) ensure that the bladder is empty 
(Foley catheter, leave in place); (c) oxytocin 5 IU by slow intravenous injection (may have repeat 
dose); (d) ergometrine 0.5 mg by slow intravenous or intramuscular injection (contraindicated in 
women with hypertension); (e) oxytocin infusion (40 IU in 500 mL isotonic crystalloids at 125 mL/ 
hour) unless fluid restriction is necessary; (f) carboprost 0.25 mg by intramuscular injection repeated 
at intervals of not less than 15 min to a maximum of eight doses (use with caution in women with 
asthma); (g) misoprostol 800 micrograms sublingually. (Prevention and Management of Postpartum 
Haemorrhage. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 52, 
December 2016) 


45. V Monthly HbAIc 


Offer women with diabetes who are planning to become pregnant monthly measurement of their 
HbA\Ic level. (Diabetes in pregnancy: Management from preconception to the postnatal period. 
NICE Guideline, Published: 25 February 2015) 


46. D_ Advice against pregnancy 


Advise women with diabetes who are planning to become pregnant to aim to keep their HbAIc 
level [1] below 48 mmol/mol (6.5%), if this is achievable without causing problematic hypoglycae- 
mia. Reassure women that any reduction in HbA 1c level towards the target of 48 mmol/mol (6.5%) 
is likely to reduce the risk of congenital malformations in the baby. Strongly advise women with 
diabetes whose HbA Ic level is above 86 mmol/mol (10%) not to get pregnant because of the associ- 
ated risks. (Diabetes in Pregnancy: Management from Preconception to the Postnatal Period. NICE 
Guideline, Published: 25 February 2015) 


47. M_ Consider referral to a nephrologist 


If renal assessment has not been undertaken in the preceding 3 months in women with pre-existing 
diabetes, arrange it at the first contact in pregnancy. If the serum creatinine is abnormal (120 micro- 
mol/litre or more), the urinary albumin:creatinine ratio is greater than 30 mg/mmol or total protein 
excretion exceeds 0.5 g/day, referral to a nephrologist should be considered (eGFR should not be 
used during pregnancy). Thromboprophylaxis should be considered for women with nephrotic 
range proteinuria above 5 g/day (albumin:creatinine ratio greater than 220 mg/mmol). (Diabetes in 
Pregnancy: Management from Preconception to the Postnatal Period. NICE Guideline, Published: 
25 February 2015) 


48. C Admit onto level 2, commence on intravenous labetalol and monitor BP more than 
four times daily (in this case probably half hourly until stable) 


Women with severe pre-eclampsia needing ventilation support should be admitted into a level 3 
care, while those with complications such as eclampsia, HELLP syndrome, haemorrhage, hyper- 
kalaemia, severe oliguria, coagulation support, intravenous antihypertensive treatment initial sta- 
bilization of sever hypertension, evidence of cardiac failure or abnormal neurology should be 
admitted into level 2 care and those with mild pre-eclampsia or moderate hypertension should 
be admitted into level care. (Hypertension in Pregnancy: Diagnosis and Management. NICE 
Guideline CG107, 2011) 
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49. O Monitor BP continuously 


During labour, blood pressure measurements should be hourly for women with mild or moderate 
hypertension or continually for women with severe hypertension or pre-eclampsia. (Hypertension 
in pregnancy: diagnosis and Management. NICE Guideline No. 13.3 Published: 25 June 2019) 


50. G Echocardiography 


The incidence of pulmonary hypertension is increased in patients with SCD and is associated with 
increased mortality. Screening for pulmonary hypertension with echocardiography should therefore 
be performed if this has not been done in the last year. A tricuspid regurgitant jet velocity of more 
than 2.5 m/s is associated with a high risk of pulmonary hypertension. (Management of Sickle Cell 
Disease in Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 761, July 2011) 
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EMQ Obstetrics: Paper III 
1. W_ Wrigley’s forceps delivery 


For a nulliparous woman, it would be expected that birth should have taken place within 1 h of 
active pushing. If this has not occurred, then consideration must be given to an operative vaginal 
birth unless birth is imminent. At station 0 + 3, the woman simply needs a lift out forceps in the 
absence of a ventouse. (Intrapartum Care for Healthy Women and Babies. NICE 2014 Clinical 
Guideline [CG190], Published date: December 2014, Last updated: November 2016) 


2. Q_ Rotational Ventouse delivery 


For a nulliparous woman, suspect delay in the second stage if progress in terms of rotation and or 
descent of the presenting part is inadequate after 1 h of active second stage. Offer such a patient 
a vaginal examination and then offer amniotomy if membranes are intact or instrumental deliv- 
ery. Untrapartum Care for Healthy Women and Babies. NICE 2014 Clinical Guideline [CG190], 
Published date: December 2014, Last updated: November 2016) 


3. S Perform an FBS to measure lactate or pH 


If there is reduced baseline variability of less than 5 bpm for over 30 min together with one or 
more of tachycardia (baseline > 160 bpm) or baseline < 100 bpm or with variable or late decelera- 
tions, start conservative measures and offer fetal blood sampling to measure lactate or pH if these 
fail. Untrapartum Care for Healthy Women and Babies. NICE 2014 Clinical Guideline [CG190], 
Published date: December 2014, Last updated: November 2016) 


4. M _ Expedite delivery 


This will be by CS at this stage: there are several abnormalities here suggesting that the fetus 
is most likely to be acidotic and the best approach is to deliver the baby by CS especially as 
she is only 3 cm dilated. While an FBS may be possible, it would be prudent to expedite deliv- 
ery. Intrapartum Care for Healthy Women and Babies. NICE 2014 Clinical Guideline [CG190], 
Published date: December 2014, Last updated: November 2016) 


5. T  Reassess the clinical picture and plan management 


If an FBS cannot be obtained but the associated scalp stimulation results in fetal heart rate accelera- 
tions, decide whether to continue the labour or expedite the birth in light of the clinical circumstances 
and in discussion with the consultant obstetrician and the woman. (/ntrapartum Care for Healthy 
Women and Babies. NICE 2014 Clinical Guideline [CG190]. Published date: December 2014, Last 
updated: November 2016) 


6. J Speculum examination 


Once a clinical assessment of women reporting P-PROM has been undertaken, the next step is to 
perform a sterile speculum examination to look for pooling of fluid in the vagina. (Preterm Labour 
and Birth. NICE Guideline NG25, November 2015) 


7. B Digital cervical assessment 


For women presenting with symptoms of preterm labour, clinical assessment should include a 
speculum examination to assess the extent of cervical dilatation. Where this is not possible a digital 
vaginal examination should be performed. (Preterm Labour and Birth. NICE Guideline NG25, 
November 2015) 
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8. L Stop infusion for 1 h and reduce maintenance dose by 3 units/kg/hour and repeat 
APTT 6h later 


The aim is for an APTT of 1.5—2.5 times the average laboratory control value. When the ratio is <1.2 
the bolus dose of 80 units/kg should be re-administered, the infusion rate should be increased by 4 units/ 
kg/hour and APTT should be checked 6 h after the altered dose. If the APTT ratio is >3.0, the infusion 
should be stopped for 1 h and thereafter decreased by 3 units/kg/hour and the APTT ratio should be 
measured after 6 h. (Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


9. A Decrease the daily dose by 2 units/kg/day 


The aim is for an APTT of 1.5—2.5 times the average laboratory control value. When the ratio is <1.2 the 
bolus dose of 80 units/kg should be re-administered, the infusion rate should be increased by 4 units/kg/ 
hour and APTT should be checked 6 h after the altered dose. If the ratio is between 1.2 and 1.5 an addi- 
tional bolus dose of 40 units/kg should be administered and the maintenance rate should be increased 
by 2 units/kg/hour, APTT should be checked 6 h later and if the APTT ratio is >3.0, the infusion should 
be stopped for 1 h and thereafter decreased by 3 units/kg/hour and the APTT ratio should be measured 
after 6 h. (Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


10. H LMWH from now until 6 weeks postpartum 


For women with a previous VTE where documentation is not available, the previous VTE can 
be assumed in cases where the woman gives a good history and received prolonged (greater 
than 6 weeks) therapeutic anticoagulation. In this case, she received treatment for 3 months 
and gives a history of swelling and pain in her calf. In such women, thromboprophylaxis is 
antenatal and up to 6 weeks postpartum. (Reducing the Risk of Venous Thromboembolism dur- 
ing Pregnancy and the Puerperium. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 37a, April 2015) 


11. M LMWH with higher dose - e.g. 50%, 75% or full anticoagulant doses antenatally 
and for 6 weeks postpartum 


Women with a previous VTE associated with antiphospholipid syndrome (APS) should be offered 
higher dose LMWH (either 50%, 75% or full treatment dose) antenatally and for 6 weeks postpar- 
tum. (Reducing the Risk of Venous Thromboembolism during Pregnancy and the Puerperium. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 37a, April 2015) 


12. U Screen for genital infections including BV 


For pregnant women living with HIV and already engaged in HIV care, screening for genital 
tract infections including BV should be undertaken. This should be done as soon as possible in 
pregnancy and considerations should be given to repeating this around 28 weeks. Syphilis serol- 
ogy should be performed on both occasions. Any infection identified should be treated according 
to the BASHH guidelines followed by a test of cure. (BHIVA Guidelines on the Management of 
Pregnancy for Women Living with HIV — 2018) 


13. G Commence on ART without delay 


A woman who presents after 28 weeks and is newly diagnosed with HIV should be commenced on 
ART without delay (i.e. without HIV resistance testing). (BHIVA Guidelines on the Management of 
Pregnancy for Women Living with HIV — 2018) 
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14. B_ Aciclovir 400 mg tds from 32 weeks of gestation 


Women living with HIV with a previous diagnosis of genital herpes should be treated in line with 
BASHH/RCOG guidelines, which recommend that women who are HIV antibody positive and have 
a history of genital herpes should be offered daily suppressive aciclovir 400 mg three times daily 
from 32 weeks of gestation especially where a vaginal delivery is planned. (BHIVA Guidelines on 
the Management of Pregnancy for Women Living with HIV — 2018) 


15. J Zidovudine for 2 weeks 


Where the mother has been on cART for longer than 10 weeks and has had two documented 
maternal viral loads of <50 HIV RNA copies/mL during pregnancy at least 4 weeks apart and 
the maternal viral load at 36 weeks’ gestation is <5O0 HIV RNA copies/mL then the infants 
are classified as very low risk and should be placed on zidovudine for 2 weeks aiming to start 
within 4 h of birth. (BHIVA Guidelines on the Management of Pregnancy for Women Living 
with HIV — 2018) 


16. K Zidovudine for 4 weeks 


Infants born to women who have a plasma viral load of <50 HIV RNA copies/mL at 36 weeks of 
gestation but have had cART for less than 10 weeks or have not had two viral loads of <50 4 weeks 
apart in pregnancy are classified as low risk and should receive zidovudine for 4 weeks starting 
within 4 h of birth. (BHIVA Guidelines on the Management of Pregnancy for Women Living with 
HIV — 2018) 


17. I Intravenous zidovudine 


Premature infants should be commenced on iv zidovudine, until enteral feeding is established, 
when zidovudine may be given enterally. (BHIVA Guidelines on the Management of Pregnancy for 
Women Living with HIV — 2018) 


18. B= sFGRII 


Where there is EFW discordancy, with no oligohydramnios or polyhydramnios in any of the twin 
sacs and the umbilical artery Doppler in one of the twins shows absent or reversed flow velocities 
and the other reveals end diastolic flow, then this would be considered sFGR stage II. (Management 
of Monochorionic Twin Pregnancy. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 51, November 2016) 


19. D TAPS 


There are signs of anaemia in the donor fetus and polycythaemia in the recipient without signifi- 
cant oligohydramnios/polyhydramnios being present. The donor has an increased middle cerebral 
artery peak systolic velocity (MCA PSV) > 1.5 MoM, and the recipient has a decreased MCA PSV 
(<1.0 MoM). (Management of Monochorionic Twin Pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 51, November 2016) 


20. C — sFGR stage III 


In sFGR stage II, there is discordance in EFW, with no obvious polyhydramnios/oligohydramnios 
sequence. However, the umbilical artery Doppler will show absence and then reversed end-diastolic 
flow in a cyclical pattern over several minutes (intermittent AREDV; iAREDV). (Management of 
Monochorionic Twin Pregnancy. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 51, November 2016) 
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21. G Document membrane attachment to the placenta, seek second opinion and then 
refer to specialist 


If there is uncertainty about the diagnosis of chorionicity, a photographic record of the ultrasound 
appearance of the membrane attachment to the placenta and an electronic copy should be stored 
and a second opinion should be sought on the same day if possible. (Management of Monochorionic 
Twin Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 51, November 2016) 


22. I Measure NT and biochemistry screening for aneuploidy 


Aneuploidy screening should be offered to women with MC twins in the form of NT measure- 
ment and biochemistry measurement from a blood sample (PAPP-A and hCG). Women with 
MC twins who wish to have aneuploidy screening should be offered nuchal translucency mea- 
surement in conjunction with first-trimester serum markers (combined screening test) at 11+° to 
13*® weeks of gestation (crown-rump length of 45-84 mm). (Management of Monochorionic 
Twin Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 51, November 2016) 


23. B Amniocentesis from both sacs 


Karyotyping of MC twins with high risk for aneuploidy by amniocentesis should be the proce- 
dure from both sacs if its amniocentesis. Prior to performing the procedure, counselling must be 
offered on selective feticide. (Management of Monochorionic Twin Pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


24. B= Desmopressin - DDAVP 


DDAVP is a synthetic analogue of vasopressin which can increase factor VIII and VWF levels 
three- to four-fold. It has no effect on factor IX levels. DDAVP can be used to raise factor VII 
levels for invasive procedures during pregnancy and at the time of delivery. (Management of 
Inherited Bleeding Disorders. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 71 [Joined with UKHCDO], April 2017) 


25. B — Desmopressin to raise factor VIII levels to 1.0 [U/mL 


If clotting factor levels are less than 0.5 IU/mL, DDAVP should be given to raise factor VIII or 
factor IX concentrate level aiming for 1.0 IU/mL. Tranexamic acid could be considered as sole 
therapy for women with low normal levels or in conjunction with DDAVP to increase factor VIII 
levels or with substantive factor IX treatment. Treatment should be given close to delivery as pos- 
sible. (Management of Inherited Bleeding Disorders. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 71 [Joined with UKHCDO], April 2017) 


26. N Haemophilia A/B 


Carriers of haemophilia are at an increased risk of bleeding with invasive procedures, termi- 
nation of pregnancies, spontaneous miscarriages and at the time of delivery. Male neonates 
with haemophilia are at an increased risk of bleeding, including intracranial haemorrhage 
and extracranial haemorrhage. They are also at risk of iatrogenic bleeding following delivery. 
In this case, the mother had two episodes of severe PPH, had a daughter with no complica- 
tions and a son with intracranial haemorrhage. (Management of Inherited Bleeding Disorders. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 71 [Joined 
with UKHCDO], April 2017) 
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27. T Von Willebrand Disease (VWD type 3) 


VWD is an inheritable bleeding disorder with variable modes of transmission. It is predomi- 
nantly autosomal and variably dominant or recessive, depending on the VWD type. Type 3 
VWD is characterized by virtually absent VWF and consequently significantly lowered fac- 
tor VIII levels. It has a recessive inheritance with frequent consanguinity. (Vanagement of 
Inherited Bleeding Disorders. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 71 [Joined with UKHCDO], April 2017) 


28. H  Lovset’s manoeuvre 


Once the scapula is visible, the arms can be hooked down by inserting a finger in the elbow 
and flexing the arms across the chest or nuchal (Lovset’s manoeuvre). (Management of Breech 
Presentation. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 20b, March 2017) 


29. I Mauriceau—Smellie—Veit 


Delivery of the head is achieved by the Mauriceau-Smellie—Veit manoeuvre or with forceps. 
Suprapubic pressure will aid flexion if there is delay due to an extended neck. Delivery using Burns- 
Marshall technique is not advised due to concern over-extension of the fetal neck. (Management of 
Breech Presentation. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 20b, March 2017) 


30. J Vasa praevia Type II 


Vasa praevia is classified as Type I when the vessel is connected to a velamentous umbilical cord 
and type II when it connects the placenta with a succenturiate or accessory lobe. (Vasa Praevia: 
Diagnosis and Management. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 27b, September 2018) 


31. C Normally sited placenta 


The mid-pregnancy routine fetal anomaly scan should include placental localization thereby identi- 
fying women at risk of persisting placenta praevia or low-lying placenta. Where the placenta is less 
than 20 mm from the internal os, it is described as low-lying and follow-up scans should be arranged 
at 32 weeks. (Placenta Praevia and Placenta Accreta: Diagnosis and Management. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 27a, September 2018) 


32. F Placenta praevia 


The term placental praevia should be used when the placenta lies directly over the internal os. 
For pregnancies at more than 16 weeks of gestation the term low-lying placenta should be used 
when the placental edge is less than 20 mm from the internal os on transabdominal or transvagi- 
nal scanning. (Placenta Praevia and Placenta Accreta: Diagnosis and Management. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 27a, September 2018) 


33. O Pneumococcal spp. 


The clinical features of bronchopneumonia include pyrexia and crepitations often in both lungs. 
Where this is associated with haemoptysis, the most likely organism is pneumococcal, but where the 
haemoptysis is severe, then the organism most likely responsible is PVL-associated staphylococcal 
necrotizing pneumonia. (Bacterial Sepsis in Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 64a, April 2012) 
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34. H Group A haemolytic Streptococcus 


Where a patient is present with features of sepsis, a recent history of sore throat or prolonged 
(household) contact with family members with known streptococcal infections (pharyngitis, 
impetigo, cellulitis) has been implicated in cases of GAS sepsis. (Bacterial Sepsis in Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 64a, April 2012) 


35. K Manage as potentially infectious from 8 to 28 days after the exposure 


Non-immune pregnant women who have been exposed to chickenpox should be managed as potentially 
infectious from 8 to 28 days after the exposure if they receive VZIG and from 8 to 21 days after the 
exposure if they do not receive VZIG. (Chickenpox in Pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 13, January 2015) 


36. Z  VZIG to patient 


VZIG is indicated after significant exposure to VZV at any stage of pregnancy and postnatally if 
birth occurs within 10 days of exposure. If the immune status of the woman is unknown the adminis- 
tration of VZIG can be delayed until serology results are available. When presenting in labour, there 
is no time for serology testing (results are not likely to be available on time and an opportunity to 
administer treatment that could protect the baby would have been lost). (Chickenpox in Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 13, January 2015) 


37. H Commence on aciclovir 800 mg tds for 7 days 


Oral aciclovir should be prescribed for pregnant women with chickenpox if they are present within 
24 h of the onset of the rash and if they are 20*° weeks of gestation or beyond. Use of aciclovir 
before 20*° weeks should also be considered. (Chickenpox in Pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 13, January 2015) 


38. M Recommend delivery at 37 weeks gestation 


The timing of delivery is dependent on several factors, but when SGA is confirmed and there 
is crossing of centile lines by the AC or EFW, delivery should be offered at 37 weeks with the 
involvement of a senior clinician. The implication is that such a delivery may be delayed depend- 
ing on the patients and other factors. (Small-for- Gestational Age: Investigation and Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No 31, March 2013) 


39. D _—_ Corticosteroids and Recommend delivery at 30-32 weeks’ gestation 


In the preterm SGA fetus with umbilical artery AREDV detected prior to 32 weeks of gestation, 
delivery is recommended when DV Doppler becomes abnormal or UV pulsations appear, provided 
the fetus is considered viable and after completion of steroids. Even when venous Doppler is nor- 
mal, delivery is recommended by 32 weeks of gestation and should be considered between 30 and 
32 weeks of gestation. (The Investigation and Management of the Small-for- Gestational Age Fetus. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 31, March 2013) 


40. B Corticosteroid and CS 


Timing delivery in severe SGA with abnormal Dopplers depends on the gestational age in the 
preterm fetus with umbilical artery AREDV detected prior to 32 weeks of gestation, delivery 
is recommended when DV Doppler becomes abnormal or UV pulsations appear, provided the 
fetus is considered viable and after completion of steroids. Even when venous Doppler is nor- 
mal, delivery is recommended by 32 weeks of gestation and should be considered between 30 
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and 32 weeks of gestation. In the SGA fetus with umbilical artery, AREDV delivery by caesar- 
ean section is recommended. (The Investigation and Management of the Small-for-Gestational 
Age Fetus. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No 31, 
March 2013) 


41. K Recommend delivery by 37 weeks 


In the SGA fetus detected after 32 weeks of gestation with normal umbilical artery Doppler, a 
senior obstetrician should be involved in determining the timing and mode of birth of these preg- 
nancies. Delivery should be offered at 37 weeks of gestation. (The Investigation and Management 
of the Small-for-Gestational Age Fetus. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No 31, March 2013) 


42. R_ Renal and liver function test 


Renal and liver function tests should be performed to identify sickle nephropathy and/or deranged 
hepatic function. In addition, blood pressure and urinalysis should be performed to identify 
those with hypertension and/or proteinuria. (Management of Sickle Cell Disease in Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 761, July 2011) 


43. S___ Retinal screening 


Retinal screening is advisable preconceptually to women with SCD. This is because proliferative 
retinopathy is common in such patients especially those with SC disease and can lead to loss of 
vision. (Management of Sickle Cell Disease in Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 761, July 2011) 


44. W_ Screen for iron overload by a T*cardiac Magnetic Resonance Imaging 


Screening for iron overload in women who have multiple transfusions in the past and who have 
a high ferritin level is recommended. T*cardiac magnetic resonance imaging may be helpful to 
assess body iron loading. Aggressive iron chelation before conception is advisable in women who 
are significantly iron loaded. (Management of Sickle Cell Disease in Pregnancy. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 761, July 2011) 


45. I Offer a review with joint diabetes and antenatal care within 1 week 


Offer women with a diagnosis of gestational diabetes a review with the joint diabetes and antenatal 
clinic within | week. (Diabetes in Pregnancy: Management Diabetes in Pregnancy: Management 
from Preconception to the Postnatal from Preconception to the Postnatal Period. NICE Guideline. 
Published: 25 February 2015) 


46. K Offer retinal assessment again at 28 weeks 


Women with pre-existing diabetes should be offered retinal assessment following their first ante- 
natal visit (unless they have had one in the last 3 months) and again at 28 weeks if it is normal. If it 
is not normal, a repeat assessment should be performed at 16-20 weeks. (Diabetes in Pregnancy: 
Management Diabetes in Pregnancy: Management from Preconception to the Postnatal from 
Preconception to the Postnatal Period. NICE Guideline, Published: 25 February 2015) 


47. J Intravenous labetalol 


Treat women with severe hypertension who are in critical care during pregnancy or after birth 
immediately with drugs such as intravenous or oral labetalol, hydralazine or nifedipine. Intravenous 
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labetalol is the drug of first choice. (Hypertension in Pregnancy: Diagnosis and Management. 
NICE Guideline CG 107, January 2011) 


48. I Intravenous crystalloid 500 mL 


In women with severe hypertension who are in critical care, monitor their response to treatment 
but consider using up to 500 mL crystalloid fluid before or at the same time as the first dose of 
intravenous hydralazine in the antenatal period. (Hypertension in Pregnancy: Diagnosis and 
Management. NICE Guideline CG 107, January 2011) 


49. D Cytomegalovirus 


Features of CMV infection in utero include IUGR (often symmetrical and early onset), cerebral 
ventriculomegaly, microcephaly, intracranial calcifications, ascites/pleural effusion, hydrops feta- 
lis, oligohydramnios/polyhydramnios, hyperechogenic bowel and liver calcification. (Congenital 
Cytomegalovirus Infection: Update on Treatment. The Royal College of Obstetricians and 
Gynaecologists. Scientific Impact Paper No. 56, November 2017) 


50. R = Toxoplasma gondii 


The overall risk of congenital infection from acute T: gondii infection during pregnancy ranges 
from 20% to 50% without treatment. Classic congenital toxoplasmosis is characterized by the tetrad 
described by Sabin in 1942: chorioretinitis, hydrocephalus, intracranial calcification and convul- 
sion. Signs such as intracranial calcification, microcephaly, hydrocephalus and severe intrauter- 
ine growth restriction strongly suggest in utero infection in the presence of documented maternal 
infection. Ultrasound findings are not sufficient for a definitive diagnosis. 
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EMQ Obstetrics: Paper IV 


1. P Rotational Ventouse delivery 


For a multiparous woman, suspect delay in the second stage if progress (in terms of rotation and 
or descent of the presenting part) is inadequate after 0.5 h of active second stage. Offer such a 
patient a vaginal examination and then offer amniotomy if membranes are intact or instrumental 
delivery. (intrapartum care for healthy women and babies, NICE 2014 Clinical Guideline [CG190], 
Published date: December 2014, Last updated: November 2016) 


2. M_ Re-examine vaginally in 1h 


If a woman without regional analgesia is fully dilated but does not get the urge to push, carry 
out further assessment after 1 h. (Intrapartum Care for Healthy Women and Babies, NICE 2014 
Clinical Guideline [CG190], Published date: December 2014, Last updated: November 2016) 


3. H Epidural and commence syntocinon 


Consideration should be given to the use of oxytocinon, with the offer of regional analgesia for 
nulliparous women if contractions are inadequate at the onset of the second stage of labour. 
(Intrapartum Care for Healthy Women and Babies. NICE 2014 Clinical Guideline [CG190], 
Published date: December 2014, Last updated: November 2016) 


4. O Intermittent auscultation immediately after a contraction for at least 1 minute and 
every 15 min 


The recommended monitoring of low-risk women in labour is intermittent auscultation with a Pinard 
stethoscope or Doppler ultrasound for at least 1 min after a contraction and every 15 min, recorded 
as a single rate including noting accelerations and decelerations if heard. In the second stage, the 
frequency of monitoring should be every 5 min. Where a fetal heart rate abnormality is suspected, 
the maternal pulse should be palpated. (Intrapartum Care for Healthy Women and Babies. NICE 
2014 Clinical Guideline [CG190], Published date: December 2014, Last updated: November 2016) 


5. L Defer further sampling 


If the CTG remains unchanged and the FBS is stable (1.e. the lactate or pH is unchanged), after a sec- 
ond test, further samples may be deferred unless additional non-reassuring or abnormal features are 
seen. (Intrapartum Care for Healthy Women and Babies. NICE 2014 Clinical Guideline [CG190], 
Published date: December 2014, Last updated: November 2016) 


6. W_ Stop syntocinon and administer sc terbutaline 0.25 mg 


If there are concerns about fetal well-being, amongst the conservative measures to take are encour- 
aging the woman to mobilize or adopt the left lateral position, offering oral or intravenous fluids, 
considering paracetamol if she is pyrexial and if there is fetal tachycardia, reducing contraction 
frequency by stopping oxytocinon (if it is being used) and or offering a tocolytic (such as ter- 
butaline sc 0.25 mg). (Intrapartum Care for Healthy Women and Babies. NICE 2014 Clinical 
Guideline [CG190], Published date: December 2014, Last updated: November 2016) 


7. K Transvaginal ultrasound assessment of the cervix 


If the clinical assessment suggests that a woman is in suspected preterm labour and she is 30*° weeks 
or more, consider transvaginal ultrasound scan measurement of the cervical length as a diagnostic 
test to determine the likelihood of birth within 48 h. (Preterm Labour and Birth. NICE Guideline 
NG25, November 2015) 
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8. H  Oncofetal fibronectin 


A woman presents with symptoms of preterm labour at 30+4 weeks of gestation. Following an ini- 
tial assessment including a digital examination, she is considered to be in suspected preterm labour. 
A transvaginal ultrasound is requested for, but this will not be available for another 24 h. 


9. Q _ Nifedipine and corticosteroids 


Nifedipine should be offered to women between 26+ and 33+® weeks of gestation who have intact 
membranes and are in suspected or diagnosed preterm labour. Nifedipine is as effective as the cal- 
cium channel blocker Atosiban but cheaper. (Preterm Labour and Birth. NICE Guideline NG25, 
November 2015) 


10. E Corticosteroid and magnesium sulphate 4 g IV slowly over 15 min and the 1 g¢/ 
hourly for 24h 


Nifedipine should be offered to women between 26*° and 33+ weeks of gestation who have intact 
membranes and are in suspected or diagnosis preterm labour. In addition, intravenous magnesium sul- 
phate should be offered for neuroprotection for those in established preterm labour and being planned 
for delivery within 24 h. (Preterm Labour and Birth. NICE Guideline NG25, November 2015) 


11. H Repeat bolus dose of 40 unit/kg and the maintenance dose increased by 2 units/kg/ 
hour 


The aim is for an APTT of 1.5—2.5 times the average laboratory control value. When the ratio is 
1.2-1.5, repeat the bolus of 40 units/kg and then increase the infusion rate by 4 units/kg/hour and 
APTT checked 6 h after the altered dose and then at least daily when in the therapeutic range. 
(Thromboembolic Disease in Pregnancy and the Puerperium: Acute Management. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 37b, April 2015) 


12. E Intravenous unfractionated heparin 


Intravenous unfractionated heparin is the preferred initial treatment in women with massive PE 
with cardiovascular compromise in pregnancy. (Thromboembolic Disease in Pregnancy and the 
Puerperium: Acute Management. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 37b, April 2015) 


13. M_ Thrombolytic therapy 


In massive life-threatening PE with haemodynamic compromise (or with limb- or life-threatening 
ischaemic complications from extensive iliofemoral vein thrombosis), thrombolytic therapy should be 
considered as anticoagulant therapy will not reach the obstruction in the circulation. (Thromboembolic 
Disease in Pregnancy and the Puerperium: Acute Management. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 37b, April 2015) 


14. D  Thromboprophylaxis for 6 weeks postpartum 


Women with asymptomatic antithrombin, protein C or S deficiency or those with more than one 
thrombophilic defect (including homozygous factor V Leiden, homozygous prothrombin gene 
mutation and compound heterozygotes) should be referred to a local expert and antenatal pro- 
phylaxis should be considered. They should be recommended for 6 weeks postnatal prophylaxis 
in the absence of additional risk factors. (Reducing the Risk of Venous Thromboembolism during 
Pregnancy and the Puerperium. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 37a, April 2015) 
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15. K LMWH from 28 weeks and for 6 weeks postpartum 


Heterozygosity for factor V Leiden or prothrombin gene mutation or antiphospholipid antibodies are 
considered risk factors for thrombosis in asymptomatic women. In the presence of three other risk 
factors, such women may be considered for antenatal thromboprophylaxis. If there are two other 
factors, thromboprophylaxis should be considered from 28 weeks and if there is one other risk fac- 
tor, postnatal thromboprophylaxis for 10 days should be considered. (Reducing the Risk of Venous 
Thromboembolism during Pregnancy and the Puerperium. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 37a, April 2015) 


16. F Defer testing until HIV status is known 


Invasive prenatal diagnostic testing should not be performed until the HIV status of the mother is 
known, and should ideally be deferred until viral load has been adequately suppressed to <50 HIV 
RNA copies/mL. (BHIVA Guidelines on the Management of Pregnancy for Women Living with 
HIV — 2018) 


17. G __ Defer testing until HIV load is <50 HIV RNA copies/mL 


Where possible, amniocentesis should be deferred until the viral load is <S50 HIV RNA copies/mL. 
Invasive prenatal diagnostic testing should not be performed until the HIV status of the mother is known, 
and should ideally be deferred until viral load has been adequately suppressed to <50 HIV RNA copies/ 
mL. (BHIVA Guidelines on the Management of Pregnancy for Women Living with HIV — 2018) 


18. I HIV RNA assay during Ist 48 h, at 6 weeks and again at 12 weeks of life and mater- 
nal antibody at 18-24 months 


The diagnosis of infant HIV status should be undertaken using HIV RNA assays during the first 48 h and 
prior to hospital discharge, at 6 weeks (at least 2 weeks post cessation of infant prophylaxis), at 12 weeks 
(at least 8 weeks post cessation of infant prophylaxis) and then HIV antibody testing at 12-18 months. 
(BHIVA Guidelines on the Management of Pregnancy for Women living with HIV — 2018) 


19. E HIV RNA assay during Ist 48 h, at 2 weeks of life and monthly for duration of 
breastfeeding, then at 4 and 8 weeks of cessation of breastfeeding 


For babies who are being breastfed, diagnosis of HIV in the infant will include an HIV RNA assay 
during the first 48 h, at 2 weeks and then monthly for the duration of breast feeding, at 4 and 8 weeks 
after cessation of breastfeeding and HIV antibody testing for seroconversion at 18—24 months. 
(BHIVA Guidelines on the Management of Pregnancy for Women Living with HIV — 2018) 


20. F Administer corticosteroids and deliver at 34+°-36*° weeks of gestation 


Monochorionic twin pregnancies complicated by TTTS that have been treated should be delivered 
between 34+° and 36*° weeks of gestation with the administration of corticosteroids before the 
delivery. (Management of Monochorionic Twin Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 51 November 2016) 


21. E Administer corticosteroids and deliver by CS 


Where there is an abnormal ductus venosus Doppler waveform (reversed flow during atrial contrac- 
tion) or computerized CTG short-term variation, delivery should be triggered. In this case, a course 
of corticosteroids should be administered before delivery by CS. (Management of Monochorionic 
Twin Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 51, November 2016) 
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22. F Administer corticosteroids and deliver at 34+°-36*° weeks of gestation 


In sGR type I, planned delivery should be considered by 34*°-36*° weeks of gestation if there is satis- 
factory growth velocity and normal umbilical artery Doppler waveforms. Steroid should be adminis- 
tered according to RCOG guidance prior to delivery. (Management of Monochorionic Twin Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


23. M_ Two weekly ultrasound assessments with calculation of EFW discordance, and 
measurement of liquor volume by DVP, MCA PSV and umbilical artery PI 


Ultrasound examinations between 16 and 26 weeks of gestation focus primarily on the detection of 
TTTS. After 26 weeks when first presentation of TTTS is relatively uncommon (but may occur), 
the main purpose is to detect sGR or concordant growth restriction, and more rarely TAPS or late- 
onset TTTS. The development of discordance in liquor volumes within the amniotic sacs is pivotal 
to the process of detection and diagnosis of TTTS. Although the first presentation of TTTS is rare 
after 26 weeks of gestation, it can occur and therefore scans should be performed at 2-weekly inter- 
vals in uncomplicated monochorionic twins until delivery. At these scans, there should be assess- 
ment with calculation of EFW discordance, and measurement of liquor volume by DVP, MCA PSV 
and umbilical artery PI. (Management of Monochorionic Twin Pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 51, November 2016) 


24. Q __ Ultrasound assessment with UAPI, middle artery PSV and PI and ductus venosus 
Dopplers 


If at any point, there is evidence of significant growth discordance or a suspicion of TTTS, then 
UAPI, middle cerebral artery PSV and PI and ductus venosus Dopplers should be performed. 
(Management of Monochorionic Twin Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 51, November 2016) 


25. G Emergency CS - category 2: Fetal 


Fetal blood sampling (FBS) and fetal scalp electrode (FSE) should be avoided in babies expected 
to have severe or moderate haemophilia. In babies potentially affected with mild haemophilia, 
judicious use of FBS and FSE can be considered, in order to facilitate vaginal delivery and avoid 
morbidity associated with caesarean section in labour. The decision should be made by a senior 
obstetrician. Where FBS is used, sustained pressure under direct vision should be used to ensure 
haemostasis. (Management of Inherited Bleeding Disorders. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 71 [Joined with UKHCDO], April 2017) 


26. D_ Elective CS at 39 weeks 


A planned CS should be offered for the delivery of affected male babies, especially those with 
severe and moderate haemophilia. Induction of labour is not routinely indicated; however, timing 
delivery in order to optimize the available expertise may be preferable to ensure robust out of hours 
arrangement. (Management of Inherited Bleeding Disorders. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 71 [Joined with UKHCDO], April 2017) 


27. K External cephalic version at 37 weeks 


External cephalic version should be offered to multiparous woman at term from 37+° weeks of ges- 
tation. In nulliparous women, this may be offered from 36*° weeks of gestation. (Management of 
Breech Presentation. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 20b, March 2017) 
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28. F Continue monitoring on the left side for 6 min 


Ultrasound should be used during and after ECV to confirm a normal fetal heart rate. A transient 
(ess than 3 min) bradycardia after ECV is common but should instigate continuous monitoring in 
a left lateral position and if persistent and not improving after 6 min should prompt a category 1 
caesarean section. (Management of Breech Presentation. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 20b, March 2017) 


29. A Abandon ECV and schedule for elective CS 


There is limited evidence to guide practice on ECV but is advised that no more than four attempts 
should be undertaken for a suggested maximum of 10 min. EFM prior to the attempt is advised 
and the ECV should be performed where there are facilities for ultrasound scan, EFM and sur- 
gical delivery. (Management of Breech Presentation. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 20b, March 2017) 


30. RIV intralipid 20% (1/5 mL/kg over 1 min) 


Toxic effects associated with local anaesthetics usually result from excessively high plasma concen- 
trations. Effects initially include a feeling of inebriation and lightheadedness followed by sedation, 
circumoral paraesthesia and twitching; convulsions can occur in severe toxicity. On intravenous 
injection, convulsions and cardiovascular collapse may occur very rapidly. Local anaesthetic toxic- 
ity resulting from systemic absorption of the local anaesthetic may occur sometime after the initial 
injection. Signs of severe toxicity include sudden loss of consciousness, with or without tonic-clonic 
convulsions, and cardiovascular collapse: sinus bradycardia, conduction blocks, asystole and ven- 
tricular tachyarrhythmias can all occur. If local anaesthetic toxicity is suspected, the injection must 
be stopped immediately and a lipid rescue should be used in cases of collapse secondary to local 
anaesthetic toxicity. Intralipid 20% should be available in all maternity units. (Maternal Collapse 
in Pregnancy and the Puerperium. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 56, February 2011) 


31. Q_ IVcrystalloids (20 mL/kg) 


In the event of hypotension and/or lactate >4 mmol/L: (a) deliver an initial minimum of 20 mL/ 
kg of crystalloid/colloid; (b) once adequate volume replacement has been achieved, a vasopressor 
(norepinephrine, epinephrine) and/or an inotrope (e.g. dobutamine) may be used to maintain mean 
arterial pressure over 65 mmHg. (Maternal Collapse in Pregnancy and the Puerperium. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 56, February 2011) 


32. J IM 0.5 mL (500 pg) of 1:1000 adrenaline 


If the anaphylactic reaction occurs in the community, the woman should receive basic life 
support and transferred to a hospital setting as quickly as possible, unless a suitably trained 
healthcare professional is present with appropriate equipment/drugs, in which case definitive 
resuscitation and treatment should be commenced. The definitive treatment for anaphylaxis is 
500 micrograms (0.5 mL) of 1:1000 adrenaline intramuscularly. This dose is for intramuscular 
use only. Adrenaline treatment can be repeated after 5 min if there is no effect. In experienced 
hands, it can be given intravenously a 50 ug bolus (0.5 mL of 1:10000 solution). Adjuvant 
therapy consists of chlorpheniramine 10 mg and hydrocortisone 200 mg. Both are given 
intramuscularly or by slow intravenous injection. (Maternal Collapse in Pregnancy and the 
Puerperium. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 56, February 2011) 
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33. L Wrigley’s forceps 


Operative vaginal delivery should be abandoned where there is no evidence of progressive descent 
with moderate traction during each contraction or where delivery is not imminent following three 
pulls of a correctly applied instrument by an experienced operator. Where delivery is imminent, a 
sequential instrument can be used, such as a lift out forceps. (Operative Vaginal Birth. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 26, January 2011) 


34. C Emergency CS 


The head is high as two fifths are still palpable per abdomen. An operative vaginal delivery is 
therefore contraindicated as high instrumental deliveries are not advisable. (Operative Vaginal 
Birth. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 26, 
January 2011) 


35. I Trial of instrumental delivery in theatre 


Operative vaginal births that have a high risk of failure should be considered a trial and conducted 
in a place where immediate recourse to caesarean section can be undertaken; in this case, in the 
theatre. (Operative Vaginal Birth. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 26, January 2011) 


36. F Administer vasopressor for hypotension not responding 


Where there is hypoperfusion as identified by a high lactate (>4 mmol/Kg) and crystalloids adminis- 
tered, if there is failure to respond as evidenced by persistent hypotension, then vasopressors should 
be administered. The aim is to maintain the mean arterial pressure above 65 mmHg. (Bacterial 
Sepsis Following Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 64b, April 2012) 


37. C Administer intravenous immunoglobulin through a blood warming device 


Where the sepsis is suspected to be invasive, streptococcal or staphylococcal and there is failure to 
respond to intervention including antibiotics, consideration must be given to treatment with intra- 
venous immunoglobulin (IVIG). IVIG has an immunomodulatory effect, and in staphylococcal and 
streptococcal sepsis, it also neutralizes the super antigen effect of exotoxin and inhibits the produc- 
tion of tumour necrosis factor and interleukins. (Bacterial Sepsis Following Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 64b, April 2012) 


38. L Emergency CS under GA 


Epidural/spinal anaesthesia should be avoided in women with sepsis and a general anaesthesia 
will usually be required for caesarean section, as is the case with this patient. (Bacterial Sepsis in 
Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 64a, 
April 2012) 


39. D_ Aciclovir 400 mg tds from 36 weeks until delivery 


For women with recurrent herpes which normally takes 7-10 days to resolve without antiviral 
treatment, the management should include supportive measures such as saline bating, paracetamol 
and vaginal delivery anticipated. Consideration should be given to suppressive aciclovir 400 mg 
tds from 36 weeks. Sequential PCR culture during late pregnancy or delivery is not indicated. 
(Managing Genital Herpes in Pregnancy. Joint British Association of Sexual Health and HIV and 
the Royal College of Obstetricians and Gynaecologists Guideline, October 2014) 
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40. N Intravenous aciclovir to the mother [5 mg/kg 8] and IV to baby [20 mg/kg, both 
8 hourly] 


Where the primary episode is diagnosed at the time of delivery, or within 6 weeks of the expected 
delivery dates, CS should be offered. However, if the membranes rupture more than 4 h prior to 
delivery, the benefits of CS may be reduced although still there. Intravenous aciclovir should be 
considered for the mother (5 mg/kg 8 hourly and the neonate 20 mg/kg 8 hourly) if the patient opts 
for a vaginal delivery. Although vaginal delivery should be avoided if possible, in women who opt 
for it, invasive procedures should be avoided in the presence of vaginal lesions. (Managing Genital 
Herpes in Pregnancy. Joint British Association of Sexual Health and HIV and the Royal College 
of Obstetricians and Gynaecologists Guideline, October 2014) 


41. G__ Corticosteroids and IV aciclovir 5 mg/kg 8 hourly 


Where there is a primary genital herpes in preterm pre-labour rupture of membranes (PPROM), 
management should be guided by MDT discussion involving obstetricians, neonatologists and 
GUM physicians. If the decision is made for immediate delivery then the anticipated benefits of 
CS remain. If initial conservative management, the mother should receive IV aciclovir 5 mg/kg 
8 hourly and prophylactic corticosteroids considered. If delivery is indicated within 6 weeks, of the 
primary infection, then delivery by CS may still offer some benefit despite the prolonged rupture of 
membranes. (Managing Genital Herpes in Pregnancy. Joint British Association of Sexual Health 
and HIV and the Royal College of Obstetricians and Gynaecologists Guideline, October 2014) 


42. E _ Blood test to determine VZ immunity or non-immunity 


Pregnant women with an uncertain or no previous history of chickenpox infection or coming from 
tropical or subtropical countries who have been exposed to infection should have a blood test to 
determine VZ immunity or non-immunity. This can usually be performed within 24—48 h and 
often within a few hours if the laboratory can access serum stored from an antenatal booking 
blood sample if there is one. In this case, a stored sample is less likely to be available as she is most 
probably booking attending for booking visit. (Chickenpox in Pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 13, January 2015) 


43. Q. Offer VZIG as soon as possible 


If a pregnant woman is not immune to VZ and she has had a significant exposure, she should 
be offered VZIG as soon as possible. VZIG is effective when given up to 10 days after contact 
(in the case of continuous exposure, this is defined as 10 days from the appearance of the 
rash in the index case). (Chickenpox in Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 13, January 2015) 


44. M_ Rectal diazepam 


Seizures in labour should be terminated as soon as possible to avoid maternal and fetal hypoxia 
and fetal acidosis. Benzodiazepines are the drugs of choice. Any seizure lasting more than 
5 min is unusual and represents a high risk of progressing to convulsive status epilepticus, a life- 
threatening medical emergency which affects around 1% of pregnancies in women with epilepsy 
(WWE). Treatment should be initiated as soon as reasonably possible before status epilepticus and 
pharmaceutical assistance are established. In those with intravenous access, lorazepam given as an 
intravenous dose of 0.1 mg/kg (usually a 4 mg bolus) with a further dose (10-20 min) is preferred. 
Diazepam 5-10 mg administered slowly intravenously is an alternative. If there is no intravenous 
access, diazepam 10—20 mg is rectally repeated once 15 min late and if there is a continued risk of 
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status epilepticus or midazolam, 10 mg as a buccal preparation is suitable. (Epilepsy in Pregnancy. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 68, June 2016) 


45. I Intravenous phenytoin 


If seizures are not controlled, consider administration of phenytoin or forsphenytoin. The loading 
dose of phenytoin is 10-15 mg/kg by intravenous infusion with the usual dosage for an adult of 
about 1000 mg. (Epilepsy in Pregnancy. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 68, June 2016) 


46. C Cytomegalovirus (congenital) 


Serological screening for congenital cytomegalovirus (CMV) and toxoplasmosis infection should 
be offered in severe SGA especially those in whom liquor volume is normal. In this case, micro- 
cephaly, hepatomegaly and a normal liquor volume are highly suggestive of congenital CMV 
infection. (Small-for-Gestational Age: Investigation and Management. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 31, March 2013) 


47. F —_ Karyotyping abnormality 


Karyotyping should be offered in severely SGA fetuses with structural abnormalities and in those 
detected before 23 weeks of gestation especially if uterine artery Doppler is normal. In this patient, 
the presence of polyhydramnios a normal uterine artery Doppler and severe SGA is highly sugges- 
tive of a chromosomal abnormality. (Small-for-Gestational Age: Investigation and Management. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 31, March 2013) 


48. O Toxoplasmosis (congenital) 


Echogenic bowel that is isolated is a high risk factor for SGA, however the presence of echogenic 
areas in the brain will be suggestive of other pathology including congenital infections and haemor- 
rhage. Hydrocephalus is a recognized complication of congenital toxoplasmosis infection and an 
association with SGA makes the diagnosis most likely. (Small-for-Gestational Age: Investigation 
and Management. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 31, March 2013) 


49. D Kidney function, electrolytes and liver function test at presentation and then moni- 
tor weekly 


Women who have severe hypertension in pregnancy (BP 160/110 mmHg or more) should be admit- 
ted onto the ward for control of their BP. The drug of first choice is oral labetalol. They should 
have their BP measured at least four times a day and have a test for kidney function, electrolytes, 
full blood count, transaminases and bilirubin at presentation and then weekly. (Hypertension in 
Pregnancy: Diagnosis and Management. NICE Guideline CG 107, January 2011) 


50. E ‘Kidney function, electrolytes and liver function test at presentation and further 
tests only if proteinuria at subsequent visits 


Women who have moderate hypertension in pregnancy (BP 150/100 to 159/109 mmHg) should be 
managed as outpatients for control of their BP if they are asymptomatic. The drug of first choice is 
oral labetalol. They should have their BP measured at least twice a week and have a test for kidney 
function, electrolytes, full blood count, transaminases and bilirubin at presentation and if normal, 
and only carry further test if there is proteinuria at subsequent visits. (Hypertension in Pregnancy: 
Diagnosis and Management. NICE Guideline CG 107, January 2011) 
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1. O HPV Triage 


HPV triage should be offered to all women with borderline squamous or low-grade dyskaryosis, and 
if it is positive, they should be referred for colposcopy. If this is negative, they should be referred 
back to routine cytology. (VHS Cervical Screening Programme, Colposcopy and Programme 
Management NHSCP CSP Publication No. 20, Third Edition, March 2016) 


2. F Repeat cytology and HPV in 6 months 


Where the HPV triage test is reported as inadequate or unreliable, the patient should be referred for 
repeat cytology and HPV triage in 6 months if her cytology was borderline squamous. If it was low 
grade, then she should be referred for colposcopy. (NHS Cervical Screening Programme, Colposcopy 
and Programme Management NHSCP CSP Publication No. 20, Third Edition, March 2016) 


3. P Refer for colposcopy 


Where the HPV triage test is reported as inadequate or unreliable, the patient should be referred for repeat 
cytology and HPV triage in 6 months if the cytology is borderline squamous. If it was low grade as in 
this case, then she should be referred for colposcopy. (NHS Cervical Screening Programme, Colposcopy 
and Programme Management NHSCP CSP Publication No. 20, Third Edition, March 2016) 


4. P_ Refer for colposcopy 


HPV triage should be offered to all women with borderline squamous or low-grade dyskaryosis. If 
this is negative, they should be referred back to routine cytology 3-yearly recall and if it is positive, 
they should be referred for colposcopy. (VHS Cervical Screening Programme, Colposcopy and 
Programme Management NHSCP CSP Publication No. 20, Third Edition, March 2016) 


5; Measure CA125 


It is recommended that ovarian cysts in postmenopausal women should initially be assessed by mea- 
suring serum CA125 level and transvaginal ultrasound scan. Because a transvaginal ultrasound has 
already been performed here, the next step in her management will be measurement of CA125 levels. 
(The Management of Ovarian Cysts in Postmenopausal Women; The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 34, July 2016) 


6. F Full physical examination 


Where a postmenopausal woman has developed symptoms within the last 12 months that suggest 
irritable bowel syndrome particularly if she is over 50 years or has a significant family history of 
ovarian bowel or breast cancer, appropriate tests should be carried out. However, the initial step 
must be a full physical examination including a BMI, abdominal examination to detect ascites 
and characterize palpable masses and vaginal examination. (The Management of Ovarian Cysts 
in Postmenopausal Women. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 34, July 2016) 


7. B CT scan of the abdomen 


If from the clinical picture, ultrasonographic findings and tumour markers, malignant disease 
is suspected, a CT scan of the abdomen and pelvis should be arranged, with onward referral 
to a gynaecological oncology multidisciplinary team. (The Management of Ovarian Cysts in 
Postmenopausal Women. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 34, July 2016) 


335 


EMQ ANSWERS — EMQ GYNAECOLOGY: PAPER | 


8. I Measure CA125 


It is recommended that ovarian cysts in postmenopausal women should initially be assessed by 
measuring serum CA125 level and transvaginal ultrasound scan. As there is no information regard- 
ing whether CA125 had been measured, it would be appropriate to do this first before deciding the 
next stage in her management. (The Management of Ovarian Cysts in Postmenopausal Women. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 34, July 2016) 


9. J Urine culture for Ureaplasma and Chlamydia 


Urine should be tested to rule out UTI as this is a prerequisite for the diagnosis of BPS. Investigations 
for urinary Ureaplasma and Chlamydia can be considered in symptomatic patients with nega- 
tive urine culture and pyuria. (Management of painful Bladder Syndrome. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 70, December 2016) 


10. K Urine cytology 


In those with a suspicion of malignancy, urine cytology should be tested. Cystoscopy and referral 
to urology should be initiated in accordance with local protocols. Haematuria is a red flag and one 
that should be investigated. (Management of Painful Bladder Syndrome. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 70, December 2016) 


11. M_ Urodynamics 


Potassium sensitivity test, urodynamic assessment and urinary biomarkers should not be used in 
the diagnosis of BPS. Urodynamic tests may be considered if there is coexisting BPS and overac- 
tive bladder (and/or stress urinary incontinence and/or voiding dysfunction) that are not responsive 
to treatment. (Management of Painful Bladder Syndrome. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 70, December 2016) 


12. I Pipelle endometrial biopsy 


A transvaginal ultrasound scan that detects irregularity of the endometrial profile or an abnor- 
mal double layer endometrial thickness would give further reason to perform an endometrial 
biopsy. Diagnostic hysteroscopy should be considered to facilitate or obtain an endometrial sam- 
ple especially where outpatient sampling fails or is non-diagnostic. (Management of Endometrial 
Hyperplasia. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 67, 
February 2016) 


13. I Pipelle endometrial biopsy 


A transvaginal ultrasound scan that detects irregularity of the endometrial profile or an abnor- 
mal double layer endometrial thickness would give further reason to perform an endometrial 
biopsy. Diagnostic hysteroscopy should be considered to facilitate or obtain an endometrial sam- 
ple especially where outpatient sampling fails or is non-diagnostic. (Management of Endometrial 
Hyperplasia. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 67, 
February 2016) 


14. G___ Hysteroscopy and endometrial biopsy 


Direct visualization and biopsy of the uterine cavity using hysteroscopy should be undertaken 
where endometrial hyperplasia has been diagnosed within a polyp or another discrete focal 
lesion. (Management of Endometrial Hyperplasia. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 67, February 2016) 
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15. G _—_ Hysteroscopy and biopsy 


Hysteroscopy with additional endometrial assessment may be necessary if abnormal bleeding 
or if intrauterine abnormalities such as polyps are suspected on TVS for endometrial biopsy. 
(Management of Endometrial Hyperplasia. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 67, February 2016) 


16. E Combined oestrogen-progestogen HRT 


This woman is still in the reproductive age group and although she has premature ovarian fail- 
ure, there is the recognition that spontaneous ovulation may occur in these patients. An HRT that 
doubles up as effective contraception and alleviates symptoms would be the best option here. 
The COCP is therefore the most suitable option. Conventional HRT may not be effective contra- 
ception. (Menopause: Diagnosis and Management. NICE Guideline, 12 November 2015) 


17. B_ Cognitive behavioural therapy 


Consider cognitive behavioural therapy to alleviate low mood or anxiety that arises because of 
menopause. If the low mood is associated with other menopausal symptoms, then hormonal HRT 
may be considered. (Menopause: Diagnosis and Management. NICE Guideline, 12 November 2015) 


18. F  Oestrogen-only HRT 


For women with severe vasomotor symptoms, HRT should be in the form of combined oestrogen 
and progestogen if they have a uterus or oestrogen alone as with this patient if they have had a 
hysterectomy. This HRT should last for 5 years. (Menopause: Diagnosis and Management. NICE 
Guideline, 12 November 2015) 


19. G Oestrogen and progestogen and testosterone 


Women with menopausal symptoms of urogenital atrophy should be offered vaginal oestrogen 
and should be told to use this as long as needed. However, for those presenting with altered sexual 
function (low sexual desire) if HRT alone is not effective, testosterone supplementation should be 
considered. (Menopause: Diagnosis and Management. NICE Guideline, 12 November 2015) 


20. C Clonidine 


Women who have had breast cancer and are taking tamoxifen should not be offered the SSRIs parox- 
etine and fluoxetine. (Menopause: Diagnosis and Management. NICE Guideline, 12 November 2015) 


21. LNon-steroidal anti-inflammatory drugs (NSAIDS) 


If pharmaceutical treatment is required while investigations and definitive treatment are being 
organized, either tranexamic acid or NSAIDs should be used. However, when the HMB coexists 
with dysmenorrhea as in this patient, NSAIDs should be preferred to tranexamic acid. (Heavy 
Menstrual Bleeding: Assessment and Management. NICE Guideline, January 2007, Updated: 
August 2016) 


22. QQ. Tranexamic acid 


If pharmaceutical treatment is required while investigations and definitive treatment are being 
organized, either tranexamic acid or NSAIDs should be used. However, when the HMB coexists 
with dysmenorrhea as in this patient, NSAIDs should be preferred to tranexamic acid. (Heavy 
Menstrual Bleeding: Assessment and Management. NICE Guideline, January 2007, Updated: 
August 2016) 
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23. U __Ulipristal acetate 5 mg for up to 4 courses 


Ulipristal acetate 5 mg (up to four courses) should be offered to women with heavy menstrual 
bleeding and fibroids of 3 cm or more in diameter and a haemoglobin level of 102 g/L or below. 
(Heavy Menstrual Bleeding: Assessment and Management. NICE Guideline, January 2007, 
Updated: August 2016) 


24. D Gonadotrophin-releasing hormone agonist 


The use of GnRH agonist could be considered prior to surgery or when all other treatment options 
for fibroids or related pathology have been tried. If this treatment is to be used, it should not be used 
for more than 6 months without add back therapy. Although the levonorgestrel intrauterine system 
is an option here the fact that this patient has been on pharmaceutical treatment with no benefits for 
2 years would imply that surgery is most likely to be the next option. (Heavy Menstrual Bleeding: 
Assessment and Management. NICE, January 2007, Updated: August 2016) 


25. U_ Take the next active pill as soon as remembered and resume normal pill-taking; no 
need for additional precautions 


The management of missed combined hormonal contraceptive pills depends on the number of pills 
missed and where these pills are in the pack. If a woman misses only one pill, she should take 
the next active pill as soon as she remembers and then resume normal pill-taking. No additional 
precautions are necessary as there is no increased risk of fertilization occurring. (British National 
Formulary — Combined Hormonal Contraception, 2016; Emergency Contraception and Faculty 
of Sexual and Reproductive Health, March 2017, Updated: December 2017) 


26. F _—_ Reapply patch if sticky to the same site or replace with a new patch and change 
patch on the usual day — no need to use any contraception 


If a patch is partly detached for less than 24 h, reapply to the same site or replace with a new 
patch immediately, no additional contraception is needed and the next patch should be applied on 
the usual ‘change day’. (British National Formulary — Combined Hormonal Contraception, 2016; 
Emergency Contraception and Faculty of Sexual and Reproductive Health, March 2017, Updated: 
December 2017) 


27. M_ Stop current patch cycle and start new 4-week cycle immediately by applying a new 
patch giving a new day; additional precautions needed for Ist 7 days 


If a patch remains detached for more than 24 h or if the user is not aware when the patch became detached, 
then stop the current contraceptive cycle and start a new cycle by applying a new patch giving anew ‘Day 
1’, an additional non-hormonal contraceptive must be used for the first 7 days of the new cycle. (British 
National Formulary — Combined Hormonal Contraception, 2016; Emergency Contraception and 
Faculty of Sexual and Reproductive Health, March 2017, Updated: December 2017) 


28. J Start new patch as soon as remembered giving a new Day 1; additional non- 
hormonal contraception needed for the first 7 days (delay application at end of 
cycle) — and EC (if intercourse has occurred in extended interval) 


She is more than 3 days into the new cycle, therefore apply a new patch and offer EC. If application 
of a new patch at the start of a new cycle is delayed, contraceptive protection is lost. A new patch 
should be applied as soon as remembered giving a new ‘Day 1’; additional non-hormonal contra- 
ception should be used for the first 7 days of the new cycle. If UPSI has occurred, then additional 
EC should be given — preferably Cu-IUD as progesterone could affect efficacy of UPA (British 
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National Formulary — Combined Hormonal Contraception, 2016; Emergency Contraception and 
Faculty of Sexual and Reproductive Health; March 2017, Updated: December 2017) 


29. K — B-hCG on days 4 and 7 and then weekly until it is negative 


NICE recommends that women undergoing salpingotomy should have a serum B-hCG taken 7 days 
after surgery and then weekly until a negative result is obtained. This is to ensure that there is no 
persistent trophoblast. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 21, November 2016) 


30. I 6-hCG on days 4 and 7 and then weekly until less than 15 IU/L 


Following methotrexate treatment, serum B-hCG levels should be measured on days 4 and 7 and 
then weekly until less than 15 IU/L. If the levels do not decrease by 15% a repeat transvaginal 
ultrasound should be performed to exclude ectopic cardiac activity and the presence of signifi- 
cant haemoperitoneum. (British National Formulary — Combined Hormonal Contraception, 2016; 
Emergency Contraception and Faculty of Sexual and Reproductive Health, March 2017, Updated: 
December 2017) 


31. Q Transvaginal ultrasound scan 


Following methotrexate treatment, serum B-hCG levels should be measured on days 4 and 7 and 
then weekly until less than 15 IU/L. If the levels do not decrease by 15%, a repeat transvaginal 
ultrasound should be performed, to exclude ectopic cardiac activity and the presence of signifi- 
cant haemoperitoneum. (British National Formulary — Combined Hormonal Contraception, 2016; 
Emergency Contraception and Faculty of Sexual and Reproductive Health, March 2017, Updated: 
December 2017) 


32. O Single B-hCG to determine management 


A single serum B-hCG should be carried out at diagnosis to help with management. This is use- 
ful in planning the management of an ultrasound visualized ectopic pregnancy. In some cases, a 
repeat serum B-hCG in 48 h may be useful in deciding further management. (British National 
Formulary — Combined Hormonal Contraception, 2016; Emergency Contraception and Faculty 
of Sexual and Reproductive Health, March 2017, Updated: December 2017) 


33. E Incomplete molar pregnancy 


The ultrasound diagnosis of a partial/incomplete molar pregnancy is more complex; the find- 
ings include cystic spaces in the placenta and the ratio of the transverse to the anterio-posterior 
dimensions of the gestational sac greater than 1.5. (The Management of Gestational Trophoblastic 
Disease. The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 38, 
February 2010) 


34. C Complete molar pregnancy 


Ultrasound examination is useful in making a pre-evacuation diagnostic, but the definitive diag- 
nosis is made by histological examination of the products of conception. (The Management of 
Gestational Trophoblastic Disease. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 38, February 2010) 


35. A Choriocarcinoma 


The histological examination is the only way to distinguish between an invasive mole and chorio- 
carcinoma. In an invasive mole, there are chorionic villi, but these are absent in choriocarcinoma. 


339 


EMQ ANSWERS — EMQ GYNAECOLOGY: PAPER | 


(The Management of Gestational Trophoblastic Disease. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 38, February 2010) 


36. D _—_‘ Gestational trophoblastic neoplasia 


Follow up after GTD is increasingly individualized, and the rationale for this is the increased 
risk of gestational trophoblastic neoplasia requiring chemotherapy. If hCG has reverted to nor- 
mal within 56 days of the pregnancy event, then follow up will be for 6 months from the date of 
uterine evacuation the risk of GTN is significantly higher. Persistently high hHC levels as in this 
patient should lead to a diagnosis of GTN and chemotherapy considered. (The Management of 
Gestational Trophoblastic Disease. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 38, February 2010) 


37. F _Incisional biopsy 


This is a biopsy taken with the intent of securing a diagnosis only. This should ideally contain 
the interface between normal and abnormal epithelium and be large enough for the pathologist 
to be able to adequately provide evidence of substage (in stage I cases). (Joint Guidelines for 
the Diagnosis and Management of Vulval Carcinoma, The Royal College of Obstetricians and 
Gynaecologists & British Gynaecological Cancer Society, May 2014) 


38. B_ __Excisional biopsy 


Here a biopsy is taken that includes all of the abnormal epithelium but does not provide a tumour- 
free zone of 1 cm (after fixation) on all dimensions. This would normally be performed in cases 
of vulval intraepithelial neoplasia (VIN) or when there is a low suspicion of invasive carcinoma 
and the operator wishes to limit the amount of cosmetic harm. (Joint Guidelines for the Diagnosis 
and Management of Vulval Carcinoma, The Royal College of Obstetricians and Gynaecologists & 
British Gynaecological Cancer Society, May 2014) 


39. H Radical excision 


The excision here is performed with the intent of achieving clearance of at least 1 cm (after fixa- 
tion) on all aspects of the tumour(s). Depending on the site and size of the tumour, this could 
vary from a radical local excision to a radical vulvectomy. (Joint Guidelines for the Diagnosis 
and Management of Vulval Carcinoma, The Royal College of Obstetricians and Gynaecologists & 
British Gynaecological Cancer Society, May 2014) 


40. A Adrenal tumour 


If there are signs of virilization (e.g. deep voice, reduced breast size, increased muscle bulk, 
clitoral hypertrophy), rapidly progressing hirsutism (less than 1 year between hirsutism being 
noticed and seeking medical advice, androgen-secreting tumours and late onset/non-classical 
CAH) should be excluded. 


41. D Chlamydia trachomatis screen 


Before offering any woman undergoing investigations for infertility uterine instrumentation, they 
should be offered screening for Chlamydia trachomatis using an appropriately sensitive technique. 
If the result is positive, the woman and her sexual partner should be referred for appropriate man- 
agement with treatment and contact tracing. Prophylactic antibiotics should be considered before 
uterine instrumentation if screening has not been carried out (Fertility: Assessment and treatment 
for people with fertility Problems NICE, February 2013) 
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42. Q 28-35 day progesterone and then weekly until the next period 


Women with prolonged irregular periods should be offered a blood test to measure serum proges- 
terone. Depending upon the timing of menstrual periods, this test may need to be conducted later in 
the cycle (e.g. day 28 [i.e. 7 days from the end of the cycle] of a 35-day cycle) and repeated weekly 
until the next menstrual period starts. In this patient, therefore, the time of this blood test will be 
between days 28 and 35 depending on the length of the cycle. (Fertility: Assessment and Treatment 
for People with Fertility Problems. NICE Guideline, February 2013) 


43. P 21-day progesterone test 


Women who are undergoing investigations for infertility should be offered a blood test to mea- 
sure progesterone in the mid-luteal phase of their cycle (day 21 of a 28-day cycle) to confirm 
ovulation even if they have regular menstrual cycles. (Joint Guidelines for the Diagnosis and 
Management of Vulval Carcinoma, The Royal College of Obstetricians and Gynaecologists & 
British Gynaecological Cancer Society, May 2014) 


44. A Antibiotics and proceed with procedure 


Before offering any woman undergoing investigations for infertility uterine instrumentation, they 
should be offered screening for Chlamydia trachomatis using an appropriately sensitive technique. 
If the result is positive, the woman and her sexual partner should be referred for appropriate man- 
agement with treatment and contact tracing. Prophylactic antibiotics should be considered before 
uterine instrumentation if screening has not been carried out. (Joint Guidelines for the Diagnosis 
and Management of Vulval Carcinoma, The Royal College of Obstetricians and Gynaecologists & 
British Gynaecological Cancer Society, May 2014) 


45. T _—_ Tolterodine and bladder training 


If a woman does not achieve satisfactory benefit from bladder training programmes, the com- 
bination of OAB drug and bladder training should be considered if frequency is a troublesome 
symptom. (Urinary Incontinence: Management of Urinary Incontinence in Women, NICE CG171, 
2006, 2013 and 2015) 


46. G__ Electrical nerve stimulation and/or biofeedback 


Electrical stimulation and/or biofeedback should be considered in women who cannot actively contract 
their pelvic floor muscles in order to aid motivation and adherence to therapy. (Urinary Incontinence: 
Management of Urinary Incontinence in Women, NICE CG171, 2006, 2013 and 2015) 


47. P Percutaneous posterior tibial nerve stimulation 


Transcutaneous sacral nerve and posterior tibial nerve stimulation should not be offered to women 
with OAB. However, percutaneous posterior tibial nerve stimulation may be offered only if various 
treatments with OAB drugs have failed, the patient has declined Botulinum toxin A and there has 
been an MDT. (Urinary Incontinence: Management of Urinary Incontinence in Women, NICE 
CGI171, 2006, 2013 and 2015) 


48. I Intermittent catheterization 


Bladder catheterization should be considered for women in whom persistent urinary retention is 
causing incontinence, symptomatic infections or renal dysfunction and in whom this cannot be 
correct otherwise. (Urinary Incontinence: Management of Urinary Incontinence in Women, NICE 
CGI171, 2006, 2013 and 2015) 
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49. A Stage IA 


In the FIGO staging of ovarian cancer, stage | cancer is limited to the ovary. This is then subdi- 
vided into Stage IA limited to one ovary with an intact capsule (as in this case), Stage 1B limited 
to both ovaries with intact capsule, Stage IC1 limited to both ovaries with surgical spill, Stage IC2 
limited to one or both ovaries with capsule ruptured before surgery or tumour on ovarian surface 
and Stage IC3 tumour limited to one or both ovaries with malignant cells in ascites or peritoneal 
washings with or without capsule rupture (FIGO Staging of Ovarian Cancer 2015) 


50. F IIA 


In the FIGO staging of ovarian cancer, Stage II is ovarian cancer confined to the pelvis. Stage 
IIA involves extension to the adnexa or implants on the fallopian tubes and uterus but not on the 
peritoneum, while IIB involves extension to or implants on the adjacent peritoneum, bladder, blad- 
der serosa, cul de sac (rectoperitoneum pouch) ligaments, (broad, ovarian, round) mesovarian, 
parametrium, rectum, rectosigmoid, rectum, sigmoid colon or the pelvic portion of the ureters. 
(FIGO Staging of Ovarian Cancer 2015) 
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EMQ Gynaecology: Paper II 
1. B Magnetic resonance imaging (MRI) 


Supplementation with MRI can be helpful in the diagnosis of interstitial pregnancy. (Diagnosis 
and Management of Ectopic Pregnancy. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 21, November 2016) 


2. D Serum §-hCG now 


A single serum HCG should be carried out at diagnosis to help with the management of ectopic 
pregnancies. For those desirous of medical management, an initial hCG of >5000 IU/L is associ- 
ated with a lower chance of success. (Diagnosis and Management of Ectopic Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 21, November 2016) 


3. I Serum §-hCG on days 4 and 7 and then weekly until less than 15 IU/L 


Following IM methotrexate for the medical management of ectopic pregnancies, serum BHCG 
should be measured on days 4 and 7 and then weekly until values of less than 15 IU/L are obtained. 
(Diagnosis and Management of Ectopic Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 21, November 2016) 


4. H_ Today and day 4 §-hCG 


Success rates of 88%—100% have been reported if the serum B-HCG level decreases from day 1 to 
day 4 post administration of methotrexate, compared with only 42%—62% if the serum B-HCG level 
increases. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 21, November 2016) 


5. F  Chancroid (Haemophilus ducreyi) 


Chancroid is an infection caused by Haemophilus ducreyi with global distribution similar to that 
of lymphogranuloma venereum (LGV). It is characterized by painful anogenital ulcerations (often 
multiple) and lymphadenitis with progression to bubo formation. (Hay and Kieran, Non-HIV sexu- 
ally transmitted infection. In Shaw et al. Gynaecology, 2011, Livingstone, Page: 965) 


6 J Genital herpes 


Genital herpes is caused by either Herpes simplex (HSV) 1 or 2. About half of those infected 
are asymptomatic. Among those who have symptoms, approximately a third will have systemic 
symptoms of fever and generalized malaise, 10% will experience viral meningitis and photophobia 
and others may also present in urinary retention. (Hay and Kieran, Non-HIV sexually transmitted 
infection. In Shaw et al. Gynaecology, 2011, Livingstone, Page: 959) 


7. R Secondary syphilis 


Syphilis is caused by the spirochaete Treponema pallidum. There are three stages — primary, sec- 
ondary and tertiary syphilis. Primary syphilis presents with painless lesions (usually chancres on 
the vulva — well circumscribed raised edge ulcers) with a non-tender regional lymphadenopathy. 
These lesions heal spontaneously over 3-10 weeks (sometimes up to 6 months), lesions of secondary 
syphilis (as in this patient) appear. These are mainly systemic eruptions of non-itchy maculopapular 
rash, which are symmetrical and involve the palms and soles. These may coalesce to form large 
fleshy wart-like lesions known as condylomata lata in areas such as the anus and vulva. (Hay and 
Kieran, Non-HIV sexually transmitted infection. In Shaw et al. Gynaecology, 2011, Livingstone, 
Page: 961-64) 
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8. K Lichen planus 


Lesions of lichen planus may be seen on the mucous membranes on cutaneous surfaces such as the 
inner surfaces of the wrists and lower legs. These cutaneous lesions are usually red or purple flat- 
topped nodules or papules with an overlying white lacy-patterned appearance. Involvement of the 
vulva is usually with white patterned areas that are sometimes elevated and thickened or may appear 
red and raw with features of erosion. Lesions may also be located under the breast or in the mouth. 
(Mclean and Reid, Benign disease of the vulva and the vagina. In Shaw et al. Gynaecology, 2011, 
Livingstone, Pages 604-605) 


9. D Cyclical progestogens 


There is very little evidence for endometrial hyperplasia or cancer in women with PCOS with 
an endometrial thickness of less than 7 mm. The RCOG guidance supports that below 7 mm, 
an endometrial biopsy should not be performed, but the woman should be placed on cyclical 
progestogens. (Management of Endometrial Hyperplasia. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 67, February 2016) 


10. F Endometrial biopsy 


Endometrial hyperplasia and cancer are rare in women with PCOS and endometrial thickness below 
7 mm. An endometrial biopsy is therefore recommended for those with thickness that is 7 mm or 
more before commencing them on progestogens to exclude hyperplasia and cancer. (Management 
of Endometrial Hyperplasia. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 67, February 2016) 


11. T =‘ Total abdominal hysterectomy and bilateral salpingo-ophorectomy 


The treatment of choice in women with hyperplasia with atypia is a hysterectomy and bilateral sal- 
pingo-oophorectomy. This is best performed laparoscopically as it is associated with less morbidity 
and quick recovery. (Management of Endometrial Hyperplasia. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 67, February 2016) 


12. T =‘ Total abdominal hysterectomy and bilateral salpingo-ophorectomy 


The treatment for this patient is a hysterectomy and bilateral salpingo-oophorectomy. However, this 
needs to be performed by open surgery as morcellation is not recommended in patients with atypi- 
cal hyperplasia. This is due to the risk of disseminating malignancy. Supracervical hysterectomy 
should also not be performed. (Management of Endometrial Hyperplasia. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 67, February 2016) 


13. A Bladder diary 


A 3-day fluid diary with input and output is useful for the initial assessment of patients with BPS. 
Patients with BPS classically void small volumes; therefore, a bladder diary is useful in identify- 
ing the severity of the storage symptoms. (Management of Painful Bladder Syndrome. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 70, December 2016) 


14. B Bladder scan after micturition 


Estimation of residual urine volume after an episode of micturition should be assessed using a blad- 
der scan as part of the initial investigation if there are concerns about incomplete bladder emptying. 
(Management of Painful Bladder Syndrome. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 70, December 2016) 
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15. J Urine cytology and then cystoscopy 


In the presence of persistent microscopic haematuria, urine cytology is usually indicated and 
cystoscopy is considered. (Management of Painful Bladder Syndrome. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 70, December 2016) 


16. G____ First morning void 


The first morning void is a useful guide to the functional capacity of the bladder. The bladder 
diary can also be used to reinforce behavioural strategies but it’s useful as an initial assessment 
of patients with BPS and to help gauge severity of storage symptoms. (Management of Painful 
Bladder Syndrome. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 70, December 2016) 


17. M _ Reassure and discharge 


CA125 does not need to be measured in all premenopausal women when an ultrasonographic diagnosis 
of a simple ovarian cyst is made. Women with small (less than 50 mm diameter) simple ovarian cysts 
generally do not require follow-up as these cysts are very likely to be physiological and almost resolved 
within 3 months. (Management of Suspected Ovarian Masses in Premenopausal Women. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 62, November 2011) 


18. J Measure CA125, AFP, HCG, LDH 


Lactate dehydrogenase (LDH), AFP and HCG should be measured in all women under the age 
of 40 years with a complex ovarian mass because of the possibility of germ cell tumours. CA125 
should be measured in this patient as the cyst is complex. (Management of Suspected Ovarian 
Masses in Premenopausal Women. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 62, November 2011) 


19. G Magnetic resonance imaging (MRI) 


If serum CA125 is raised and less than 200 units/mL, further investigation may be appropriate 
to exclude/treat the common differential diagnosis. (Management of Suspected Ovarian masses 
in Premenopausal Women. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 62, November 2011) 


20. N _ Refer to gynaecological oncologist 


If serum CA125 assay is more than 200 unit/mL, discussion with or referral to a gynaecological 
oncologist is recommended. (Management of Suspected Ovarian Masses in Premenopausal Women. 
The Royal College of Obstetricians and Gynaecologists Green-top Guideline No. 62, November 2011) 


21. Q Retrospective study 


This is obviously a retrospective study. The study conducted in 2005 was on polycystic ovary syn- 
drome (PCOS) women investigated between 1999 and 2001. All the other options are unsuitable. 
(Practical Statistics for Medical Research. Douglas G. Altman) 


22. A A meta-analysis 


This is a statistical approach to combine the data derived from a systematic review. Therefore, every 
meta-analysis should be based on an underlying systematic review, but not every systematic review 
leads to a meta-analysis. (Petticrew and Roberts, 2006. Practical Statistics for Medical Research. 
Douglas G. Altman) 


345 


EMQ ANSWERS — EMQ GYNAECOLOGY: PAPER II 


23. B_ Systematic review 


This is an extensive, comprehensive and explicit way of examining and interpreting the medical 
literature. It typically involves several steps, including (1) asking an answerable question (often 
the most difficult step), (2) identifying one or more databases to search, (3) developing an explicit 
search strategy, (4) selecting titles, abstracts and manuscripts based on explicit inclusion and 
exclusion criteria and (5) abstracting data in a standardized format. Systematic reviews typically 
involve a detailed and comprehensive plan and search strategy derived a priori, with the goal 
of reducing bias by identifying, appraising and synthesizing all relevant studies on a particular 
topic. Often, systematic reviews include a meta-analysis component that involves using statisti- 
cal techniques to synthesize the data from several studies into a single quantitative estimate or 
summary effect size. (Petticrew and Roberts, 2006. Practical Statistics for Medical Research. 
Douglas G. Altman) 


24. M_ Randomized study 


A study in which the participants are divided by chance into separate groups that compare different 
treatments or other interventions. Using chance to divide people into groups means that the groups 
will be similar and that the effects of the treatments they receive can be compared more fairly. 
At the time of the trial, it is not known which treatment is best. (Practical Statistics for Medical 
Research. Douglas G. Altman) 


25. N Randomized control trial 


Health Technol Assess. 2015; 1-xxy, 1-118 A randomized controlled trial of the clinical effec- 
tiveness and cost-effectiveness of the levonorgestrel-releasing intrauterine system in primary care 
against standard treatment for menorrhagia: the ECLIPSE trial. (Practical Statistics for Medical 
Research. Douglas G. Altman) 


26. P Reassurance and follow-up 


It is not generally recommended that the combined oral contraceptive pill is changed within the 
first 3 months of use as bleeding disturbances often settle in this time. In general, in women with 
unscheduled bleeding using hormonal contraception, examination may not be required if after 
taking a clinical history there are no risk factors for STIs, no concurrent symptoms suggestive of 
underlying causes and the woman is participating in a National Cervical Screening Programme. 
(Management of Unscheduled Bleeding in Women Using Hormonal Contraception. Faculty of 
Sexual Health and Reproductive Healthcare Clinical Guidance, May 2009) 


27. R Speculum examination and cervical screening — cervical smear 


Women using hormonal contraception who have unscheduled bleeding who are not participat- 
ing in a National Cervical Screening Programme should have a cervical screen. (Management of 
Unscheduled Bleeding in Women Using Hormonal Contraception. Faculty of Sexual Health and 
Reproductive Healthcare Clinical Guidance, May 2009) 


28. F Change CHC to one with 35 pg EE 


For women using a combined hormonal oral contraceptive pill, the lowest dose of ethinyl oestradiol 
(EE) to provide good cycle control should be used. However, the dose of EE can be increased to a 
maximum of 35 ug to provide good cycle control. (Management of Unscheduled Bleeding in Women 
Using Hormonal Contraception. Faculty of Sexual Health and Reproductive Healthcare Clinical 
Guidance, May 2009) 
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29. H Levonorgestrel intrauterine system (LNG-IUS) 


The common side effects of the levonorgestrel intrauterine system (LNG-IUS) include irregular 
bleeding that may last for over 6 months and hormone-related problems such as breast tender- 
ness, acne, oily skin weight gain and headaches. (Heavy Menstrual Bleeding: Assessment and 
Management. NICE Guideline, January 2007, Updated: August 2016) 


30. K = Non-steroidal anti-inflammatory drugs (NSAIDs) 


Non-steroidal anti-inflammatory drugs commonly are associated with the side effects of diarrhoea 
and indigestion. Occasionally, they may be present with worsening of asthma in sensitive individu- 
als, peptic ulcers with possible bleeding and peritonitis. (Heavy Menstrual Bleeding: Assessment 
and Management. NICE, January 2007, Updated: August 2016) 


31. A Combined hormonal contraception 


Women on combined hormonal contraception may be present with common side effects of mood 
changes, headaches, nausea, fluid retention and breast tenderness. Rare complications include 
deep vein thrombosis, stroke and heart attacks. (Heavy Menstrual Bleeding: Assessment and 
Management. NICE, January 2007, Updated: August 2016) 


32. G __ Injectable progestogen 


The common side effects of injected progestogen include weight gain, irregular bleeding, amenor- 
rhoea, pre-menstrual-like (including bloating, fluid retention and breast tenderness), while the less 
common side effects include small loss of bone mineral density, largely recovered when treat- 
ment is discontinued. (Heavy Menstrual Bleeding: Assessment and Management. NICE Guideline, 
January 2007, Updated: August 2016) 


33. K — Ulipristal acetate EllaOne 30 mg 


Women should be informed that it is possible that their higher weight or BMI could reduce the 
effectiveness of oral EC, particularly the LNG-EC. The FSRH GDC recommends that in women 
weighing >70 kg or BMI > 26 kg/M?, if a Cu-IUD is not indicated or not acceptable, such women 
should be offered UPA-EC and if this is not suitable, a double dose (3 mg) of LNG-EC can be used. 
Risks of STI, previous ectopic pregnancy, young age and nulliparity are not contraindications; 
however, for women with known symptomatic Chlamydia trachomatis or Neisseria gonorrhoea 
infection antibiotic treatment should be completed prior to insertion of Cu-IUD. In those with 
asymptomatic C. trachomatis, the Cu-IUD can be used after discussion with the women regarding 
the risk and benefit — in these cases, treatment with appropriate antibiotics should be given at the 
time of the IUD insertion. (FSRH Guideline — Emergency Contraception. Faculty of Sexual and 
Reproductive Health, March 2017, Updated: December 2017) 


34. B —_ Copper intrauterine device (Cu-IUD) 

The Cu-IUD is the most effective EC. The GDG recommends that it should be considered for all 
women requiring EC. If fitted within 5 days after UPSI or ovulation, the pregnancy rate is extremely 
low. In this woman, ovulation is likely to have occurred at the time of the UPSI and therefore LNG-EC 
and UPA-EC would be unsuitable. (FSRH Guideline — Emergency Contraception, March 2017) 

35. B —_ Copper intrauterine device (Cu-IUD) 


In women using enzyme-inducing drugs like anti-epileptics and steroids, EC providers should 
advise women that these drugs could reduce the effectiveness of UPA-EC and LNG-EC. 
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The Cu-IUD is therefore most appropriate. If this is contraindicated, then a 3 mg dose of LNG can 
be considered but the woman should be informed that the effectiveness of this regimen is unknown. 
(FSRH Guideline Emergency Contraception Faculty of Sexual and Reproductive Health, March 
2017 Updated December 2017) 


36. B_ —_ Copper intrauterine device (Cu-IUD) 

The use of this antibiotic is associated with enzyme induction and furthermore, it could affect 
GIT absorption hence potentially reducing the effectiveness of the EC. In these cases, it is best to 
consider the IUD if there are no contraindications. (FSRH Guideline — Emergency Contraception. 
Faculty of Sexual and Reproductive Health, March 2017, Updated: December 2017) 

37. A ARCP outcome 1 

This is defined as a satisfactory outcome: achieving progress and development of competences at 
the expected rate. (Annual Review of Competency Progression. General Medical Council, UK) 
38. B ARCP Outcome 2 

This is defined as an unsatisfactory outcome: development of specific competences required 
but additional training time not required. (Annual Review of Competency Progression. General 
Medical Council, UK) 

39. E ARCP outcome 5 

This is defined as an unsatisfactory outcome: incomplete evidence presented, additional training 
time may be required. (Annual Review of Competency Progression. General Medical Council, UK) 
40. F ARCP Outcome 6 


This is defined as a satisfactory outcome: the trainee will be recommended as having completed 
the training programme and for award of a CCT or CESR/CEGPR. (Annual Review of Competency 
Progression. General Medical Council, UK) 


41. C ARCP Outcome 3 

This is defined as an unsatisfactory outcome, with inadequate progress and additional training time 
required. (Annual Review of Competency Progression. General Medical Council, UK) 

42. D  ARCP outcome 4 


This is defined as an unsatisfactory outcome: the trainee is released from training programme, with 
or without specified competences. (Annual Review of Competency Progression. General Medical 
Council, UK) 


43. L 86%-95% 


The overall 5-year survival for ovarian cancer is about 40%: for stage I, the 5-year survival rate 
is 90%, 42.8% for stage II, 18.6% for stage III and 3.5% for stage IV. This is stage I. (Cancer 
researchuk.org; Cancer Research UK, Survival Rates for Cancer diagnosed and treated between 
2002 and 2006) 


44. L 86%-95% 


The average 5-year survival rates for endometrial cancer are 80%; for Stage I it is 95% for Stage 
II, it is just over 75%, for Stage III it is 40% and for Stage IV it is 15%. This is stage IB. (Cancer 
researchuk.org; Cancer Research UK, Survival Rates for Cancer diagnosed and treated between 
2002 and 2006) 
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45. E  41%-44% 


The overall 5-year survival for ovarian cancer is about 40%. For stage I, the 5-year survival rate 
is 90%, 42.8% for stage II, 18.6% for stage III and 3.5% for stage IV. This is stage II (Cancer 
researchuk.org; Cancer Research UK, Survival Rates for Cancer diagnosed and treated between 
2002 and 2006) 


46. L 86%-95% 


The average 5-year survival rates for endometrial cancer are 80%; for Stage I it is 95%, for Stage 
II it is just over 75%, for Stage III it is 40% and for Stage IV it is 15%. This is Stage I. (Cancer 
researchuk.org; Cancer Research UK, Survival Rates for Cancer diagnosed and treated between 
2002 and 2006) 


47. W_ Tension-free vaginal tape 


When conservative treatment has failed then consideration should be given to a synthetic mid- 
urethral tape or colposuspension or an autologous rectus fascial sling. A mid-urethral tape should 
be offered as the first option as it is associated with less morbidity than the other options and 
has good 5-year cure rates. (NICE Guideline — Urinary Incontinence in Women: Management. 
CG4171, Published: September 2013, Updated: November 2015) 


48. K Intermittent self-catheterization 


Bladder catheterization should be considered for women in whom persistent urinary retention is 
causing incontinence, symptomatic infections or renal dysfunction, and in whom this cannot oth- 
erwise be corrected. (NICE Guideline — Urinary Incontinence in Women: Management. CG4171, 
Published: September 2013, Updated: November 2015) 


49. J Indwelling catheter 


The indications for the use of a long-term indwelling urethral catheters for women with urinary 
incontinence include chronic retention in women who are unable to manage intermittent self- 
catheterization, women with UI who develop skin wounds, pressure ulcers or irritations that are 
being contaminated by urine, are distressed or suffer from disruption caused by bed and clothing 
changes or where the women express a preference for this form of management. (NICE Guideline — 
Urinary Incontinence in Women: Management. CG4171, Published: September 2013, Updated: 
November 2015) 


50. A Face-to-face review after 4 weeks 


Offer a face-to-face or telephone review 4 weeks after the start of each new OAB drug treatment. 
Ask the woman if she is satisfied with the therapy if improvement is optimal, continue treatment 
and if there is no or suboptimal improvement or intolerable adverse effects change the dose or try 
an alternative OAB drug and review again 4 weeks later. 
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EMQ Gynaecology: Paper III 


1. A Laparoscopic bilateral salpingo-oophorectomy 


Women with an RMI <200 are suitable for laparoscopic management. Unilateral cysts that are 5 cm 
or more should be managed surgically. Laparoscopic management of ovarian cyst in postmeno- 
pausal women should comprise bilateral salpingo-oophorectomy. (The Management of Ovarian 
Cysts in Postmenopausal Women. The Royal College of Obstetricians and Gynaecologists Green- 
top Guideline No. 34, July 2016) 


2. O Staging laparotomy, total abdominal hysterectomy, bilateral salpingo-oophorectomy 
and infracolic omentectomy 


All ovarian cysts that are suspicious of malignancy (the presence of mural nodules and septation 
especially with vascularity suggests that the ovarian cyst is malignant) in a postmenopausal woman 
as indicated by an RMI greater than or equal to 200, CT findings, clinical assessment or findings at 
laparoscopy require a full laparotomy and staging procedure. (The Management of Ovarian Cysts 
in Postmenopausal Women. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 34, July 2016) 


3. O Staging laparotomy, total abdominal hysterectomy, bilateral salpingo-oophorectomy 
and infracolic omentectomy 


Where malignancy is suspected (as in this case) a full laparotomy and staging procedure is recom- 
mended. This procedure includes a midline incision with clear documentation, cytology of ascites 
and washings, TAH, BSO and omentectomy and biopsies of suspicious areas. (The Management of 
Ovarian Cysts in Postmenopausal Women. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 34, July 2016) 


4. D Endometrial biopsy with pipelle 


In this patient, there must be a suspicion of endometrial pathology on the basis of a history of 
irregular period, infertility, obesity and age >45 years. NICE guidance states that ‘If appropriate 
a biopsy should be taken to exclude endometrial cancer or atypical hyperplasia. Indications for a 
biopsy include for example persistent intermenstrual bleeding, in women aged 45 and over, treat- 
ment failure and ineffective treatment’. (Heavy Menstrual Bleeding: Assessment and Management. 
NICE Guideline NGS88, Published date: March 2018, Last updated: November 2018) 


5. N  Transabdominal ultrasound scan 


Ultrasound scan is the first-line diagnostic tool for the identification of structural abnormalities. 
(Heavy Menstrual Bleeding: Assessment and Management. NICE Guideline NG88, Published 
date: March 2018, Last updated: November 2018) 


6. B Coagulation screen 


Testing for coagulation disorders (e.g. von Willebrand’s disease) should be considered in women 
who have had HMB since menarche and have personal or family history suggestive of a coagula- 
tion disorder. (Heavy Menstrual Bleeding: Assessment and Management. NICE Guideline NG88, 
Published date: March 2018, Last updated: November 2018) 


7. O Transvaginal ultrasound of the pelvis 


Imaging of the pelvis should be undertaken if the uterus is palpable abdominally, vaginal exam- 
ination reveals a pelvic mass of uncertain origin or pharmaceutical treatment has failed (as in 
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this patient). (Heavy Menstrual Bleeding: Assessment and Management. NICE Guideline NG88, 
Published date: March 2018, Last updated: November 2018) 


8. E — Informed consent 


Informed consent is central to clinical practice and should be obtained prior to every encounter 
with a patient. It does not have to be written in all cases. To obtain informed consent the process of 
shared understanding and decision-making between patient and clinician must be approached dili- 
gently and robustly. Before seeking a woman’s consent for a test, treatment, intervention or opera- 
tion, one must ensure that she is fully informed, understands the nature of the condition for which 
it is being proposed, its prognosis, likely consequences and the risks of receiving no treatment, as 
well as any reasonable or accepted alternative treatments. Uncertainties that the woman may have 
about the management of the condition should be discussed. (Obtaining Valid Consent. The Royal 
College of Obstetricians and Gynaecologists. Clinical Governance Advice No. 6, January 2015) 


9. H Montgomery principle precedent 


In this landmark court ruling (Montgomery vs NHS Lanarkshire), Mrs X whose baby suffered brain 
damage during birth was awarded £5.25 m compensation. This decision followed a 16-year legal 
fight which concluded with the claimant’s claim being upheld by the Supreme Court. She has type 
1 diabetes, which increases the risk of having a macrosomic baby, a risk compounded by her small 
stature which is associated with an increased risk of complications including shoulder dystocia from 
vaginal delivery. In her case, the baby’s shoulder got stuck, and during the subsequent procedures, 
her baby suffered oxygen deprivation resulting in brain damage, leading to cerebral palsy. The claim- 
ant had expressed concerns about her ability to deliver her baby safely and indicated that, had she 
been advised of the risks, she would have chosen to have a caesarean section. Her obstetrician made 
the decision not to discuss the risks of shoulder dystocia with her or to discuss a caesarean. The rul- 
ing makes it clear that any intervention must be based on a shared decision-making process, ensuring 
the patient is aware of all options and supported to make an informed choice by their healthcare pro- 
fessional. The implications of this ruling for obstetrics and gynaecology and indeed all of medicine 
are clear. Delivering shared decision-making model as mandated by the Montgomery ruling means 
providing standardized information to women and healthcare professionals at all points in the care 
pathway. Shared decisions can only occur if both partners have access to the same information and, 
above all, the time to make an informed decision. For professionals, this means finding the time to 
explain the risks and benefits of a recommended course of action (and the other options), and for 
women, it requires them to reflect on their treatment options before deciding what is best for them. 

Before the Montgomery ruling in 2015, the Bolam test was the benchmark for assessing medi- 
cal negligence. The Bolam ruling stated: ‘A doctor is not guilty of negligence if he has acted in 
accordance with a practice accepted as proper by a responsible body of medical men skilled in 
that particular art. Putting it another way round, a doctor is not negligent if he is acting in accor- 
dance with such a practice, merely because there is a body of opinion that takes a contrary view.’ 
Compare this with wording of the Montgomery ruling: *“The doctor’s advisory role involves dia- 
logue, the aim of which is to ensure that the patient understands the seriousness of her condition, 
and the anticipated benefits and risks of the proposed treatment and any reasonable alternatives, 
so that she is then in a position to make an informed decision.” This role will only be performed 
effectively if the information provided is comprehensible. The doctor’s duty is not therefore 
fulfilled by bombarding the patient with technical information which she cannot reasonably be 
expected to grasp, let alone by routinely demanding her signature on a consent form.’ (The Royal 
College of Obstetricians and Gynaecologists, O&G Magazine, Winter 2016) 
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10. H Montgomery principle precedent 


(see 9 above) 


11. H Montgomery principle precedent 


(see 9 above) 


12. QQ. Phaeochromocytoma 


The recurrent nature of her symptoms associated with tremors, palpitations and sweating all 
point to Phaeochromocytoma. Thyroid dysfunction may present with some of these features, but 
not most of them. Cushing’s syndrome may present with hypertension but not the features pre- 
sented in this case. 


13. M_ Hyperprolactinaemia 


The option in this case is quite obvious from the raised prolactin. There are no obvious features 
to suggest PCOS, although the luteinizing hormone: follicle-stimulating hormone (LH: FSH) ratio 
may distract some candidates. The timing of the samples was not indicated, and this may well have 
been taken around the time of ovulation. 


14. N Reassurance 


The normal age of menarche in the UK ranges from 10 to 13 years. Precocious puberty is attain- 
ment of menarche before 2SD of the normal age at menarche which is 8 years. This girl is therefore 
normal. The only reason why the parents are anxious is because of the timing of menarche in her 
sisters. Because investigations revealed nothing abnormal, reassurance is all that is needed. In fact, 
some will argue that she should not have been investigated after a physical examination. (Tirumuru 
SS et al. Precocious puberty in girls. The Obstetrician & Gynaecologist 2012; 12: 121-129) 


15. E Corticosteroids 


The most likely diagnosis in this case is congenital adrenal hyperplasia of late onset and the treat- 
ment is corticosteroids. Although separating the fused labia is appropriate, it is not the most appro- 
priate option. (Tirumuru SS et al. Precocious puberty in girls. The Obstetrician & Gynaecologist 
2012; 12: 121-129) 


16. S Transvaginal ultrasound scan 


In this patient, a urinary pregnancy test will not provide reassurance. A transvaginal ultrasound 
will help identify the location of pregnancy and whether there is a fetal pole and heartbeat. (Ectopic 
Pregnancy and Miscarriage: Diagnosis and Management. NICE CG154, December 2012) 


17. O Repeat urine pregnancy test in 7-10 days 


If a woman is present at less than 6 weeks with painless vaginal bleeding, she should be managed 
expectantly. A repeat pregnancy test should be performed after 7-10 days and if its positive, return 
to the EPAU. A negative test means that the pregnancy has miscarried. She should, however, be 
advised to return if symptoms become worse. (Ectopic Pregnancy and Miscarriage: Diagnosis and 
Management. NICE CG154, December 2012) 


18. J Record CRL and repeat USS in 7 days/1 week 


When performing an ultrasound scan to determine the viability of an intrauterine pregnancy, 
first look to identify a fetal heartbeat. If there is none but there is a fetal pole, measure the 


352 


EMQ ANSWERS — EMQ GYNAECOLOGY: PAPER III 


crown-rump length and only measure the mean gestational sac diameter if the fetal pole is 
not visible. If the CRL is 7 mmor more, perform a second USS a minimum of 7 days later before 
making a diagnosis. (Ectopic Pregnancy and Miscarriage: Diagnosis and Management. NICE 
CG154, December 2012) 


19. Q Seek a second opinion and/or repeat USS in 7 days 


Where there is a fetal pole on transvaginal ultrasound scan and no fetal heartbeat is identified, 
a second opinion should be sought on the viability of the pregnancy and/or a second ultrasound 
scan should be performed transvaginally a minimum of 7 days after the first before making a 
diagnosis. (Ectopic Pregnancy and Miscarriage: Diagnosis and Management. NICE CG154, 
December 2012) 


20. D Chlamydia screening test 


Before offering women undergoing investigations for infertility uterine instrumentation, they 
should be offered screening for Chlamydia trachomatis using an appropriately sensitive technique. 
If the result is positive, the woman and her sexual partner should be referred for appropriate man- 
agement with treatment and contact tracing. Prophylactic antibiotics should be considered before 
uterine instrumentation if screening has not been carried out. (Fertility Problems: Assessment and 
Treatment. NICE CG156, First published: February 2013, Last updated: September 2017) 


21. P 28-35 day progesterone and then weekly progesterone until the next period 


Women with prolonged irregular periods should be offered a blood test to measure serum proges- 
terone. Depending upon the timing of menstrual periods, this test may need to be conducted later 
in the cycle (e.g. day 28 of a 35 day cycle, i.e. 7 days before the start of the next period) and repeated 
weekly until the next menstrual period starts. (Fertility Problems: Assessment and Treatment. 
NICE CG156, First published: February 2013, Last updated: September 2017) 


22. A Antibiotics and proceed with procedure 


Before offering any woman undergoing investigations for infertility uterine instrumentation, they 
should be offered screening for Chlamydia trachomatis using an appropriately sensitive technique. 
If the result is positive, the woman and her sexual partner should be referred for appropriate man- 
agement with treatment and contact tracing. Prophylactic antibiotics should be considered before 
uterine instrumentation if screening has not been carried out. (Fertility Problems: Assessment and 
Treatment. NICE CG156, First published: February 2013, Last updated: September 2017) 


23. R Semen analysis 


It is vital that in the investigation of couples, a semen analysis is undertaken before invasive testing is 
undertaken on the woman. This may reveal abnormalities that need dealing with especially as in 40% 
of cases of infertility both the man and the woman have pathology. (Fertility Problems: Assessment 
and treatment NICE CG156, First published: February 2013, Last updated: September 2017) 


24. L __ Hysterosalpingography 

Women attending for infertility investigations who are not known to have co-morbidities, such 
as pelvic inflammatory disease, previous ectopic pregnancy or endometriosis, should be offered 
hysterosalpingography (HSG) to screen for tubal occlusion because this is a reliable test for 
ruling out tubal occlusion and it is less invasive and makes more efficient use of resources than 
laparoscopy. (Fertility Problems: Assessment and Treatment. NICE CG156, First published: 
February 2013, Last updated: September 2017) 


353 


EMQ ANSWERS — EMQ GYNAECOLOGY: PAPER III 


25. J Expectant management for 12 months 


NICE recommends that women aged under 40 years should be offered three full cycles of IVF if 
they have failed to conceive after 2 years of regular intercourse or 12 cycles of artificial insemina- 
tion (where six or more are by intrauterine insemination). (Fertility Problems: Assessment and 
Treatment. NICE CG156, First published: February 2013, Last updated: September 2017) 


26. T Ovarian drilling 


Women with WHO group IJ ovulation disorders who are known to be resistant to clomifene citrate 
should be offered second-line treatments depending on the clinical circumstances and the women’s 
preferences. These second-line treatment options include ovarian drilling, combined treatment with 
clomifene citrate and metformin if not already offered as first line or gonadotrophins. The effec- 
tiveness of pulsatile gonadotrophin-releasing hormone in women with clomifene citrate-resistant 
PCOS is uncertain and is therefore not recommended outside research. This patient is not over- 
weight; therefore, ovarian drilling is preferred. (Fertility Problems: Assessment and Treatment. 
NICE CG156, First published: February 2013, Last updated: September 2017) 


27. U Proceed to stimulation of superovulation and IVF-ET 


Although ovarian cystectomy for endometriomas is recommended as it improves the chances of preg- 
nancy, this depends on the size of the endometrioma. Where this is less than 4 cm in diameter, a cystec- 
tomy is not recommended as there is no evidence that this affects pregnancy chances and furthermore the 
procedure is more likely to remove normal ovarian tissue and reduce ovarian reserve. (ESHRE Guideline 
on the Management of Women with Endometriosis, September 2013; Fertility Problems: Assessment 
and Treatment. NICE CG156, First published: February 2013, Last updated: September 2017) 


28. D Bilateral salpingectomy and IVF 


Women with hydrosalpinges should be offered salpingectomy, preferably by laparoscopy before 
IVF treatment because this improves the chance of a live birth. (Fertility Problems: Assessment 
and Treatment. NICE CG156, First published: February 2013, Last updated: September 2017) 


29. G Laparoscopic salpingostomy 


In women with a history of fertility-reducing factors (previous ectopic pregnancy, contralateral 
tubal damage, previous abdominal surgery, previous pelvic inflammatory disease) salpingostomy 
should be considered. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 21, November 2016) 


30. F —_ Laparoscopic salpingectomy 


In the presence of a healthy contralateral tube, salpingectomy should be performed in pref- 
erence to salpingostomy. An assumption is made here that the contralateral tube is healthy. 
The size of the gestational sac and its contents make medical treatment with methotrexate 
less likely to be successful hence the choice here is surgery. (Diagnosis and Management 
of Ectopic Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top 
Guideline No. 21, November 2016) 


31. C Expectant management 


Expectant management is an option for clinically stable women with an ultrasound diagnosis of ecto- 
pic pregnancy. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 21, November 2016) 
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32. K Systemic methotrexate 


Systemic methotrexate may be offered to suitable women with a tubal ectopic pregnancy. It should 
not be given at the first visit unless the diagnosis of ectopic pregnancy is absolutely clear and a viable 
intrauterine pregnancy has been excluded. The criteria for methotrexate management include hae- 
modynamic stability, low serum B-hCG less than 1500 IU/L but can be up to 5000 IU/L, no fetal car- 
diac activity seen on ultrasound scan, certainty that there is no intrauterine pregnancy, willingness to 
attend for follow-up and no known sensitivity to methotrexate. NICE recommends that methotrexate 
should be the first-line management for women who are able to return for follow-up and who have 
no significant pain, an unruptured ectopic pregnancy with a mass less than 35 mm with no visible 
heartbeat, a serum B-hCG of between 1500 and 5000 IU/L and no intrauterine pregnancy (as con- 
formed on ultrasound scan). (Diagnosis and Management of Ectopic Pregnancy. The Royal College 
of Obstetricians and Gynaecologists Green-top Guideline No. 21, November 2016) 


33. Q _Unruptured tubal ectopic 


Tubal ectopic pregnancies should be positively identified, if possible by visualizing an adnexal 
mass that moves separately to the ovary. An inhomogeneous or noncystic adnexal mass is the most 
common finding in around 50%—60% of cases. An empty extrauterine gestational sac will be pres- 
ent in around 20%—40% of cases, while an extrauterine gestational sac containing a yolk sac and/ 
embryonic pole that may or may not have cardiac activity will be present in around 15%—20% of 
cases. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 21, November 2016) 


34. L Ovarian pregnancy 


There are no specific agreed criteria for ultrasound diagnosis of ovarian ectopic pregnancy. 
However, findings suggestive on transvaginal ultrasound include an empty uterine cavity, a wide 
echogenic ring with an internal anechoic area on the ovary. A yolk sac is seen less commonly. 
It is also not possible to separate the cystic structure/gestational sac from the ovary on gentle pal- 
pation (negative sliding sign). The finding of echogenic fluid in the pouch of Douglas is com- 
mon. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of Obstetricians and 
Gynaecologists Green-top Guideline No. 21, November 2016) 


35. A Abdominal pregnancy 


The diagnosis of an abdominal pregnancy can be made based on the following ultrasound criteria: an 
absent intrauterine gestational sac, absence of both and evident dilated tubes and a complex adnexal 
mass, a gestational cavity surrounded by loops of bowel and separated from them by peritoneum and 
widely mobile similar to fluctuations of the sac, particularly evident with pressure of the transvaginal 
probe towards the posterior cul-de-sac. (Diagnosis and Management of Ectopic Pregnancy. The Royal 
College of Obstetricians and Gynaecologists Green-top Guideline No. 21, November 2016) 


36. B Caesarean scar ectopic 


The diagnostic criteria described for diagnosing caesarean scar pregnancy on transvaginal ultra- 
sound scan include an empty uterine cavity, a gestational sac or solid mass of trophoblast located 
anteriorly at the level of the internal cervical os embedded at the site of the previous lower segment 
CS scar, thin or absent layer of myometrium between the gestational sac and the bladder, evidence 
of prominent trophoblastic/placental circulation on Doppler examination and an empty endocervi- 
cal canal. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of Obstetricians 
and Gynaecologists Green-top Guideline No. 21, November 2016) 
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37. O Wide excision without lymphadenopathy 


Lesions less than 2 cm in diameter and confined to the vulva or perineum, with stromal invasion less 
than or equal to 1.0 mm (FIGO stage Ia) can be managed by wide local excision only, without groin node 
dissection. This is because the risk of lymph node metastases is negligible. Dissection of the groin nodes 
(unilateral or bilateral) should be performed when the depth of invasion is greater than 1 mm (FIGO 
stage Ib or worse) or the maximum diameter of the tumour is greater than 2 cm. This surgery can often 
be undertaken through separate groin and vulval incisions (triple incision technique) to reduce morbid- 
ity. The incidence of skin bridge recurrence in early-stage disease is very low. (British Gynaecological 
Cancer Society and The Royal College of Obstetricians and Gynaecologists, London, 2014) 


38. I Radical excision with bilateral inguinal lymphadenectomy 


This is a rare vulval cancer. Histologically, it is usually a squamous carcinoma or adenocarcinoma. 
The current evidence base is insufficient to suggest different management from squamous tumours. 
The lesions are often deep-seated or likely to be associated with metastatic disease. The close 
proximity to the anal sphincter may necessitate partial resection with reconstruction and this may 
necessitate a defunctioning temporary colostomy. Any perimenopausal or postmenopausal woman 
with a persisting Bartholin abscess or cyst should be suspected of having a possible carcinoma. 
Appropriate biopsies and histological review should be undertaken. In general, these cancers have 
a poorer prognosis than squamous cell carcinoma of the vulva and often multiple treatment modali- 
ties are required. There are no data regarding the use of selective lymphadenectomy in Bartholin 
gland carcinoma. These patients will require bilateral inguinofemoral lymphadenectomy (because 
of the proximity of the gland to the midline). (British Gynaecological Cancer Society and The Royal 
College of Obstetricians and Gynaecologists, London, 2014) 


39. O Wide local excision 


This group of tumours has not been shown to benefit from block dissection of the groin. Wide local 
excision is preferred. Relapse in this subgroup is high and closely correlates with the depth of inva- 
sion. On the vulva (which includes mucosal surfaces) Breslow’s classification is more appropriate 
than Clark’s levels. As yet, there are no new strategies to minimize the risk of relapse in malig- 
nant melanomas. (Guidelines for the Diagnosis and Management of Vulval Carcinoma. British 
Gynaecological Cancer Society and The Royal College of Obstetricians and Gynaecologists, 
London, May 2014) 


40. P Wide local excision and ipsilateral inguinofemoral lymphadenectomy 


For vulval carcinomas with depth of invasion greater than 1 mm (FIGO stage Ib or worse) or 
the maximum diameter of the tumour is greater than 2 cm (3 cm in this case) dissection of the 
groin nodes (unilateral or bilateral) should be performed. Ipsilateral inguinofemoral lymphad- 
enectomy is recommended where there are no suspicious lymph nodes on palpation. If nodal 
disease is found in one groin, the opposite groin should also be explored. This surgery can 
often be undertaken through separate groin and vulval incisions (triple incision technique) to 
reduce morbidity. (Guidelines for the Diagnosis and Management of Vulval Carcinoma. British 
Gynaecological Cancer Society and The Royal College of Obstetricians and Gynaecologists, 
London, May 2014) 


41. C Adjuvant radiotherapy 


In general the indications for adjuvant radiotherapy and/or chemotherapy following surgery 
for carcinoma of the vulva include: close surgical margin (<15 mm macroscopically or <8 mm 
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microscopically; lymphovascular space permeation; poorly differentiated tumour or diffuse infil- 
trative growth pattern; either groin has two or more metastatic nodes (i.e. two or more nodes 
are confirmed microscopically to have be involved) or there is capsular involvement (complete 
replacement and/or extracapsular spread in any node) in a single metastatic node. Although there 
is not enough evidence to recommend adjuvant local therapy routinely in patients with close sur- 
gical margins, adjuvant treatment for positive margins has an improved survival compared with 
observation alone. (Guidelines for the Diagnosis and Management of Vulval Carcinoma. British 
Gynaecological Cancer Society and The Royal College of Obstetricians and Gynaecologists, 
London, May 20/4) 


42. O Two negative consecutive 6 monthly biopsies 


For women with endometrial hyperplasia with atypia who are offered fertility preserving treat- 
ment, endometrial surveillance should be arranged at a minimum of 6-monthly intervals, although 
review schedules should be individualized and responsive to changes in a woman’s clinical condi- 
tion. At least two consecutive 6-monthly negative biopsies should be obtained prior to discharge. 
(Management of Endometrial Hyperplasia. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 67, February 2016) 


43. J Three-monthly biopsies until 2 consecutive negative histologies and then 
6-12 monthly histologies until surgery 


In women with atypical hyperplasia who are not having a hysterectomy, routine endometrial sur- 
veillance should include endometrial biopsy. Review schedules should be individualized and be 
responsive to changes in the woman’s clinical condition. Review intervals should be every 3 months 
until two consecutive negative biopsies are obtained. In asymptomatic women with a uterus and 
evidence of histologic regression, based upon a minimum of two consecutive negative biopsies, 
long-term follow-up with endometrial biopsies every 6-12 months is recommended until a hyster- 
ectomy is performed. (Diagnosis and Management of Ectopic Pregnancy. The Royal College of 
Obstetricians and Gynaecologists Green-top Guideline No. 21, November 2016) 


44. P Two negative consecutive 6 monthly biopsies then yearly 


In women at higher risk of relapse, such as those with a BMI of 35 or greater or those treated 
with oral progestogens, 6-monthly endometrial biopsies are recommended. Once two con- 
secutive negative endometrial biopsies have been obtained then long-term follow-up should 
be considered with annual endometrial biopsies. (Diagnosis and Management of Ectopic 
Pregnancy. The Royal College of Obstetricians and Gynaecologists Green-top Guideline 
No. 21, November 2016) 


45. J Three-monthly biopsies until two consecutive negative histologies and then 
6-12 monthly histologies until surgery 

Women with endometrial hyperplasia with atypia who are not undergoing hysterectomy should 

have 3-monthly follow-up endometrial biopsies on treatment and once two negative histologies 

have been obtained, they should have 6-12 monthly biopsies until hysterectomy. (Diagnosis and 

Management of Ectopic Pregnancy. The Royal College of Obstetricians and Gynaecologists 

Green-top Guideline No. 21, November 2016) 


46. I Ulipristal acetate Emergency contraception (UPA-EC) 


Emergency contraception is required from day 21 after childbirth (unless a woman is fully breast- 
feeding, amenorrhoeic and within 6 months of delivery. Although the Cu-IUD is the most effective 
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EC, the theoretical risks of insertion of a Cu-IUD at this time outweigh its benefits - UK Medical 
Eligibility Criteria category 3. (FSRH Guideline — Emergency Contraception, First published: 
March 2017, Updated: December 2017) 


47. M__ Reassurance 


In those on the combined contraceptive patch, detachment for more than 48 h presents a situation 
leading to possible contraceptive failure. Under these circumstances, EC is indicated. This is 
more so if the patch detachment occurs in Week 1 and there has been UPSI or barrier failure dur- 
ing the hormone-free interval (HFI) or Week 1. (FSRH Guideline — Emergency Contraception, 
March 2017) 


48. C __ Levonorgestrel emergency contraception (LNG-EC) 1500 pg (1.5 mg) 


In those on the combined contraceptive patch or ring, detachment for more than 48 h presents a 
situation leading to possible contraceptive failure. Under these circumstances, EC is indicated. 
This is more so if the patch detachment occurs in Week 1 and there has been UPSI or barrier failure 
during the hormone-free interval (HFI) or Week 1. If the CHC has been used in the last 7 days prior 
to EC, the effectiveness of UPA-EC could theoretically be reduced. The LNG-EC should there- 
fore be considered as the preferred oral EC. (FSRH Guideline — Emergency Contraception, First 
published: March 2017, Updated: December 2017) 


49. A Copper intrauterine device (Cu-IUD) 


EC is indicated in those on injectable contraceptives if they have UPSI after 14 weeks of the last 
injection or within the first 7 days after the late injection. Because timing of ovulation is extremely 
variable after the expiry of a progestogen-only injection, a Cu-IUD is only recommended up to 
5 days after the first UPSI that takes place >14 weeks after the last DMPA. The effectiveness of 
UPA could theoretically be reduced by residual circulating progestogen; hence, the LNG is a suit- 
able option. (FSRH Guideline — Emergency Contraception, First published: March 2017, Updated: 
December 2017) 


50. A Copper intrauterine device (Cu-IUD) 


EC is indicated in those on injectable contraceptives if they have UPSI after 14 weeks of the last injec- 
tion or within the first 7 days after the late injection. Because timing of ovulation is extremely variable 
after the expiry of a progestogen-only injection, a Cu-IUD is only recommended up to 5 days after 
the first UPSI that takes place >14 weeks after the last DMPA. The effectiveness of UPA could theo- 
retically be reduced by residual circulating progestogen; hence, the LNG is a suitable option. (FSRH 
Guideline — Emergency Contraception, First published: March 2017, Updated: December 2017) 
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EMQ Gynaecology: Paper IV 


1. A Analgesia and supportive treatment 


The most likely diagnosis is multiple ovarian cysts from the stimulation and therefore the best man- 
agement would be supportive care and analgesics. The spider-web features are highly suggestive of 
multiple ovarian cysts. In this patient, an ectopic pregnancy has not been excluded and so too is an 
intrauterine pregnancy. (Damigos E et al. An update on the diagnosis and management of ovarian 
torsion. The Obstetrician & Gynaecologist 2012; 19: 229-236) 


2. L Laparoscopic detorsion and ovarian cystectomy after 3-4 weeks 


This is likely to be an ovarian torsion. The current recommendation is a laparoscopy or lapa- 
rotomy to untwist the ovarian cyst and often the adnexa as a whole to allow revitalization following 
improvement in circulation. Once the tissues have revitalized, then an ovarian cystectomy can be 
performed. An attempt to perform an ovarian cystectomy at the time of the torsion is likely to result 
in an oophorectomy. (Damigos E et al. An update on the diagnosis and management of ovarian 
torsion. The Obstetrician & Gynaecologist 2012; 19: 229-236) 


3. P Laparoscopic ovarian cystectomy 


In this patient, the clinical features are in keeping with torsion. However, the fact that the pain is still 
intermittent will suggest that tissue vascularity is not yet compromised. If an ovarian cystectomy is 
not performed, the cyst will continue to undergo torsion unless it is fixed. (Damigos et al. An update 
on the diagnosis and management of ovarian torsion. The Obstetrician & Gynaecologist 2012; 19: 
229-236) 


4. U Staging laparotomy 


This patient clearly has an ovarian malignancy and the recommended approach to her management 
is a staging laparotomy. At this procedure, she will have a total abdominal hysterectomy, bilateral 
salpingo-oophorectomy and infra-colic omentectomy followed by chemotherapy. These constitute 
the standard treatment for ovarian cancer but only follow the staging procedure. (The Management of 
Ovarian Cysts in Postmenopausal Women. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 34, July 2016) 


5. J Obtain consent from patient 


The age of maturity in England is 16 years. Anyone above the age of 16 years is able to provide 
consent to treatment provided they fulfil the criteria that are required for valid consent. (Obtaining 
Valid Consent. The Royal College of Obstetricians and Gynaecologists, Clinical Governance 
No. 6, January 2015) 


6. K _ Release information requested 


Request from a coroner is statutory; therefore, the release of this information is mandatory and does 
not require approval by either the patient or the hospital authorities. This is same with a coroner’s 
autopsy — the parents or relatives have nothing to say to a coroner’s autopsy. (Obtaining Valid Consent. 
The Royal College of Obstetricians and Gynaecologists, Clinical Governance No. 6, January 2015) 


7 ?P Treat after ensuring Fraser competence and encourage to tell parents 


It is highly unlikely that she will tell her parents. She is still a minor and the 19-year-old by having 
sexual intercourse with a minor is committing a criminal offence. However, common sense in most 
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cases will prevail and he will not be reported to the police. (Obtaining Valid Consent. The Royal 
College of Obstetricians and Gynaecologists, Clinical Governance No. 6, January 2015) 


8. O _ Treat after ensuring Fraser competence and encourage to tell parents 


It is highly unlikely that she will tell her parents. She is still a minor and the 20-year-old by hav- 
ing sexual intercourse with a minor is committing a criminal offence. However, common sense in 
most cases will prevail and he will not be reported to the police. It would, however, be prudent to 
advise that they do not have sexual intercourse again as he could end up in jail. (Obtaining valid 
consent. The Royal College of Obstetricians and Gynaecologists, Clinical Governance No. 6, 
January 2015) 


9. J Mayer-R6ékitansky-Kiister-Hauser syndrome (Miillerian agenesis) 


The most likely diagnosis is Mayer-R6kitansky-Ktister-Hauser (MRKH) syndrome (Miillerian 
agenesis). This is an end-organ failure with normal secondary sexual characteristics. The vag- 
inal may be absent of blind ending as in this patient. MRKH syndrome is characterized by 
utero-vaginal atresia in an otherwise phenotypically normal female with a normal 46XX karyo- 
type. Anomalies of the genital tract range from upper vaginal atresia to total Miillerian agenesis 
with urinary tract abnormalities. It has an incidence of approximately 1 in 5000 new-born girls. 
Miillerian agenesis is characterized by utero-vaginal atresia in an otherwise phenotypically nor- 
mal female with normal karyotype (46XX). Anomalies in the genital tract range from atresia of 
the upper vagina to total agenesis with urinary tract abnormalities. Its incidence is approximately 
1:5000 new-born girls. 


10. A Androgen insensitivity syndrome (AIS) 


Androgen insensitivity syndrome is an intersex condition that results in the partial or complete 
inability of the cell to respond to androgens. The unresponsiveness of the cell to the presence of 
androgenic hormones can impair or prevent the masculinization of male genitalia in the devel- 
oping fetus, as well as the development of male secondary sexual characteristics at puberty, but 
does not significantly impair female genital or sexual development. The female patients present 
at puberty with amenorrhoea with sparse or absent pubic hair. The vaginal is blind ending as 
there is no uterus/fallopian tubes. The diagnosis is by karyotyping and imaging but ultrasound 
may confuse a full rectum with a uterus. MRI has a better sensitivity in diagnosis than ultra- 
sound scan. 


11. H  Imperforate hymen 


An imperforate hymen is a congenital disorder where a hymen without an opening completely 
obstructs the vagina. It is caused by a failure of the hymen to perforate during fetal development. 
It is most often diagnosed in adolescent girls when menstrual blood accumulates in the vagina and 
sometimes also in the uterus. It is treated by surgical incision of the hymen. It is typically pres- 
ent with cyclical lower abdominal pain around the period of menarche followed by a bulge in the 
vagina and if untreated an abdominal mass may develop. 


12. L Pelvic abscess 


The clinical features highly suggestive of an abscess in the pelvis include a swinging temperature 
and diarrhoea. This can follow either a pelvic inflammatory disease, appendicitis or as in this case, 
post-surgery or post-egg retrieval in women undergoing IVF/ICSI. The diagnosis is from a combi- 
nation of inflammatory markers from blood investigations (leucocytosis, raised CRP) and typical 
ultrasound scan features. 
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13. I Opiate toxicity 


The classic signs of opioid toxicity include depressed mental status, decreased respiratory rate, 
decreased tidal volume, decreased bowel sounds and constricted pupils. Normal pupil examina- 
tion does not exclude opioid toxicity. The best predictor of opioid toxicity is a respiratory rate <12/ 
minute, which predicted response to naloxone in virtually all patients in one series. The clini- 
cian should measure the respiratory rate and pay close attention to chest wall excursion, as subtle 
changes in respiratory effort are often not identified using triage vital signs. (Andrew Stolbach, 
MD and Robert S. Hoffman, MD. Acute opioid intoxication in adults, March 2019. This topic last 
updated: 19 April 2018) 


14. D__ Deep vein thrombosis 


DVT should be suspected in patients who are present with leg swelling, pain, warmth and ery- 
thema. In one series, the sensitivity and specificity of these findings were swelling or oedema, 
(97% and 33%) pain (86% and 19%), warmth (72% and 48%). Symptoms are usually unilateral but 
can be bilateral. Symptoms are confined to the calf in patients with isolated distal DVT, while 
patients with proximal DVT may have calf or whole leg symptoms. Phlegmasia cerulea dolens 
(PCD) is an uncommon form of massive proximal DVT and is discussed separately. (Clive 
Kearon, MB, MRCP(I), FRCP(C), PhD and Kenneth A Bauer, MD. Clinical presentation and 
diagnosis of the nonpregnant adult with suspected deep vein thrombosis of the lower extremity 
Clinical presentation and diagnosis in the nonpregnant adult suspected with deep vein throm- 
bosis of the lower extremity. Update: March 2019. This topic last updated: 30 November 2018) 


15. B Bowel obstruction (mechanical) 


Bowel obstruction/intestinal obstruction is a mechanical or functional obstruction of the intestines 
which prevents the normal movement of the products of digestion. Either the small bowel or large 
bowel may be affected. Signs and symptoms include abdominal pain, vomiting which may be projec- 
tile depending on the site of the obstruction, bloating and not passing gas. Mechanical causes include 
adhesions, masses and accidental occlusion at surgery. 


16. Q = Vault haematoma 


Asymptomatic haematoma can be diagnosed in the early postoperative period. Medium- and large- 
sized haematomas may be present with clinical symptoms like persistent high fever, deep pelvic 
pain, mild abdominal distension and diarrhoea. A drop in haemoglobin out of congruence with the 
blood loss at the time of surgery suggests a further internal loss and thus pointing to a haematoma. 


17. D _Hyperkeratotic labium majus with fissures 


These features are highly suggestive of hyperkeratotic vulval dystrophy with clinical features 
detailed in option D. (20/4 UK National Guideline on the Management of Vulval Conditions 
Clinical Effectiveness Group. British Association for Sexual Health and HIV, Date of writing: 
February 2014, Date review due: 2018) 


18. J Herpetic vulva 


This young sexually active patient has features of genital herpes. The typical vulval appearances 
are those of multiple discrete blisters on the vulva which ulcerate and may become infected. (20/4 
UK National Guideline on the Management of Vulval Conditions Clinical Effectiveness Group. 
British Association for Sexual Health and HIV, Date of writing: February 2014, Date review due: 
2018) 
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19. J Herpetic vulva 


This young sexually active patient has features of genital herpes. The typical clinical features 
include are those of multiple discrete blisters on the vulva which ulcerate and may become infected. 
(2014 UK National Guideline on the Management of Vulval Conditions Clinical Effectiveness 
Group. British Association for Sexual Health and HIV, Date of writing: February 2014, Date 
review due: 2018) 


20. A Clause A 


The continuance of the pregnancy would involve risk to the life of the pregnant woman greater than 
if the pregnancy was terminated. (Abortion Act 1967 as amended, Section 1(1)(c); see 23 below) 


21. C Clause C 


The pregnancy has not exceeded its 24th week and the continuance of the pregnancy would involve 
risk, greater than if the pregnancy was terminated, of injury to the physical or mental health of the 
pregnant woman. (Abortion Act 1967 as amended, Section I(1)(a); see 23 below) 


22. C Clause C 


The pregnancy has not exceeded its 24th week and the continuance of the pregnancy would involve 
risk, greater than if the pregnancy was terminated, of injury to the physical or mental health of the 
pregnant woman. (Abortion Act 1967 as amended, Section I(1)(a); see 23 below) 


23. H Abortion Act does not apply 


Abortion is legal in Great Britain if two doctors decide in good faith that in relation to a particular 
pregnancy one or more of the grounds specified in the Abortion Act are met (1): 


A — the continuance of the pregnancy would involve risk to the life of the pregnant woman greater 
than if the pregnancy was terminated (Abortion Act 1967 as amended, Section I(1)(c)); 

B — the termination is necessary to prevent grave permanent injury to the physical or mental 
health of the pregnant woman (Section 1(1)(b)); 


C — the pregnancy has not exceeded its 24th week and the continuance of the pregnancy would 
involve risk, greater than if the pregnancy was terminated, of injury to the physical or mental 
health of the pregnant woman (Section 1(1)(a)); 


D — the pregnancy has not exceeded its 24th week and the continuance of the pregnancy would 
involve risk, greater than if the pregnancy was terminated, of injury to the physical or mental 
health of any existing child(ren) of the family of the pregnant woman (Section I(1)(a).16); 


E — there is a substantial risk that if the child was born it would suffer from such physical or men- 
tal abnormalities as to be seriously handicapped (Section 1(1)(d)). 


The Act also permits abortion to be performed in an emergency if a doctor is of the opinion 
formed in good faith that termination is immediately necessary: 


F — to save the life of the pregnant woman (Section 1(4)); 


G - to prevent grave permanent injury to the physical or mental health of the pregnant woman: 
(Section 1(4)). (The Royal College of Obstetricians and Gynaecologists (RCOG) 2011. The Care 
of Women Requesting Induced Abortion. Evidence-Based Clinical Guideline Number 7). 
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24. Q Screen for STI - C. trachomatis and N. gonorrhoea 


Hormonal contraceptive users with unscheduled bleeding who are at risk of STIs (i.e. those 
aged <25 years old, or who have a new partner, or more than one partner in the last year) should 
be tested for C. trachomatis as a minimum. Testing for N. gonorrhoea will depend on sexual 
risk and local prevalence. (Management of Unscheduled Bleeding in Women Using Hormonal 
Contraception. Faculty of Sexual Health and Reproductive Healthcare Clinical Guidance. 
May 2009) 


25. M_ Pregnancy test 


A pregnancy test is indicated for women using hormonal contraception with unscheduled bleeding 
if the clinical history identifies the possibility of incorrect method use, drug interactions or illness, 
which may lead to malabsorption of oral hormones. (Management of Unscheduled Bleeding in 
Women Using Hormonal Contraception. Faculty of Sexual Health and Reproductive Healthcare 
Clinical Guidance. May 2009) 


26. R Speculum examination to assess cervix 


For women using hormonal contraception for more than 3 months, any unscheduled bleeding which 
persists and is not associated with pain or dyspareunia or abnormal vaginal discharge should be 
investigated with a speculum examination to assess the cervix. (Management of Unscheduled 
Bleeding in Women Using Hormonal Contraception. Faculty of Sexual Health and Reproductive 
Healthcare Clinical Guidance. May 2009) 


27. K Low-dose COC for 3 months 


The UKSPR supports the use of EE (given as a COC) as a short-term treatment option in women with 
light or heavy bleeding with progestogen-only injectable contraception. The CEU recommends that 
as a first-line option, a COC may be used by women using progestogen-only injectable contraception 
with unscheduled bleeding if there are no contraindications to the use of oestrogen. (Management 
of Unscheduled Bleeding in Women Using Hormonal Contraception. Faculty of Sexual Health and 
Reproductive Healthcare Clinical Guidance. May 2009) 


28. A Arrange a repeat ultrasound scan in 1 week 


If the mean gestational sac diameter is 25.0 mm or more using a transvaginal ultrasound scan and there 
is no visible fetal pole seek a second opinion on the viability of the pregnancy and/or perform a second 
scan a minimum of 7 days after the first before making a diagnosis. (Ectopic Pregnancy and Miscarriage: 
Diagnosis and Initial Management. NICE Guideline [NG126], Published date: April 2019) 


29. F Expectant management 


Use expectant management for 7 to 14 days as the first-line management strategy for women with a 
confirmed diagnosis of miscarriage. Explore management options other than expectant management 
if: the woman is at increased risk of haemorrhage (e.g. she is in the late first trimester) or she has 
previous adverse and/or traumatic experience associated with pregnancy (e.g. stillbirth, miscarriage 
or antepartum haemorrhage) or she is at increased risk from the effects of haemorrhage (e.g. if she 
has coagulopathies or is unable to have a blood transfusion) or there is evidence of infection. 
(Ectopic Pregnancy and Miscarriage: Diagnosis and Initial Management. NICE Guideline [NG126], 
Published date: April 2019) 
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30. A Arrange a repeat ultrasound scan in 1 week 


This is a pregnancy of unknown viability and repeating the scan in | week will allow an opportu- 
nity to confirm the location and viability of the pregnancy. (Ectopic Pregnancy and Miscarriage: 
Diagnosis and Initial Management. NICE Guideline [NG126], Published date: April 2019) 


31. A Arrange a repeat ultrasound scan in 1 week 


This is pregnancy of unknown location (PUL) and repeating the scan in | week will allow an 
opportunity to confirm the location and viability of the pregnancy. The patient must be warned 
to present early if she develops symptoms of abdominal pain as the PUL could be one of three 
diagnoses — a viable intrauterine pregnancy, a miscarriage or an ectopic pregnancy. (Ectopic 
Pregnancy and Miscarriage: Diagnosis and Initial Management. NICE Guideline [NG126], 
Published date: April 2019) 


32. L___Ulipristal acetate emergency contraception (UPA-EC) 30 mg 


Emergency contraception is required from day 21 after childbirth (unless a woman is fully breast- 
feeding, amenorrhoeic and within 6 months of delivery). Although the Cu-IUD is the most effective 
EC, the theoretical risks of insertion of a Cu-IUD at this time outweigh its benefits - UK Medical 
Eligibility Criteria category 3. (FSRH Guideline — Emergency Contraception. Faculty of Sexual 
and Reproductive Health, First published: March 2017, Last updated: December 2017) 


33. I Reassurance 


Emergency contraception is indicated in women who do not wish to conceive, who have had 
unprotected sexual intercourse from 5 days of an abortion, miscarriage, ectopic pregnancy or 
uterine evacuation for gestational trophoblastic disease (GTD). (FSRH Guideline — Emergency 
Contraception. Faculty of Sexual and Reproductive Health, First published: March 2017, Last 
updated: December 2017) 


34. I Reassurance 


In those on the combined contraceptive patch, detachment for more than 48 h presents a situation 
leading to possible contraceptive failure. Under these circumstances, EC is indicated. This is more 
so if the patch detachment occurs in Week | and there has been UPSI or barrier failure during the 
hormone-free interval (HFI) or Week 1. (FSRH Guideline — Emergency Contraception. Faculty 
of Sexual and Reproductive Health, First published: March 2017, Last updated: December 2017) 


35. C Levonorgestrel emergency contraception (LNG-EC) 1500 pg (1.5 mg) 


In women on the combined contraceptive patch or ring, detachment for more than 48 h presents 
a situation leading to possible contraceptive failure. Under these circumstances, EC is indicated. 
This is more so if the ring is lost in Week | and there has been UPSI or barrier failure during the 
hormone-free interval (HFT) or Week 1. If the CHC has been used in the last 7 days prior to EC, 
the effectiveness of UPA-EC could theoretically be reduced. The LNG-EC should therefore be 
considered as the preferred oral EC. (FSRH Guideline — Emergency Contraception. Faculty of 
Sexual and Reproductive Health, First published: March 2017, Last updated: December 2017) 


36. I HPV Testing and either offer colposcopy or return to routine 3-yearly programme 


Under the HR-HPV triage protocol, women whose cervical samples are reported as showing bor- 
derline changes (of squamous or endocervical type) or low-grade dyskaryosis are given a reflex 
HR-HPV test. Those who are HPV positive are referred to colposcopy; those who are HR-HPV 
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negative are returned to routine recall. Women whose cervical sample is reported as high-grade 
dyskaryosis or worse are referred straight to colposcopy without an HR-HPV test. (VHS Cervical 
Screening Programme. Colposcopy and Programme Management. NHSCSP Publication No. 20, 
Third Edition, March 2016) 


37. P _—__ Routine 3 recall cytology after 3 years 


Women referred with low-grade dyskaryosis or less and HR-HPV positive that have a satisfactory and 
normal colposcopic examination are at low risk of developing cervical cancer. These women should 
be returned to community-based routine recall. (VHS Cervical Screening Programme. Colposcopy 
and Programme Management. NHSCSP Publication No. 20, Third Edition, March 2016) 


38. H Cytology and HPV triage at 12 months with or without colposcopy depending on 
local preference 


Women referred with a result of low-grade dyskaryosis or less and HPV positive that have a colposcopi- 
cally low-grade lesion may be followed up at 12 months in the colposcopy clinic or the community. 
Colposcopic biopsy at initial assessment is not essential to confirm or exclude low-grade CIN. If the 
lesion has not resolved within 2 years of referral to colposcopy, at least a biopsy is warranted (more than 
90%). (NHS Cervical Screening Programme. Colposcopy and Programme Management. NHSCSP 
Publication No. 20, Third Edition, March 2016) 


39. Q_ Tension-free transvaginal tape 


Tension-free transvaginal tape (TVT) is the most suitable surgical procedure. A colposuspension is 
also suitable but contemporaneously urogynaecologists will recommend a TVT unless there is an 
associated moderate cystocele. The morbidity and mortality associated with a TVT are less than that 
with colposuspension. In addition, the success rates are almost similar. A vaginal hysterectomy and an 
anterior repair are not suitable procedures. (Urinary Incontinence in Women: NICE Guideline CG123, 
November 2015) 


40. U___ Uterine artery embolization 


Uterine artery embolization is the best option for this patient. She has completed her family, will 
not accept blood transfusion and has been sterilized. Although a myomectomy and a hysterectomy 
are other options, uterine artery embolization has several advantages over these surgical approaches 
including the significantly low risk of a complication requiring transfusion. (Heavy Menstrual 
Bleeding: Assessment and Management. NICE Guideline CG88, Published: 14 March 2018) 


41. H Myomectomy — open 


Myomectomy is not reasonable in the management of symptomatic leiomyomata in patients who no 
longer desire fertility or uterine preservation. In this patient, although she has completed her family 
she wishes to keep her uterus. The choice is between laparoscopic and open myomectomy and uter- 
ine artery embolization. Laparoscopic myomectomy should not be performed when there is a possi- 
bility of endometrial cancer or uterine sarcoma. Relative contraindications include strong suspicion 
that a functional uterus could not be reconstructed after excision of the myomas. If the leiomyomata 
are suspected to be in the region of the uterine vessels or broad ligament, it sometimes is difficult 
to remove them without a hysterectomy to control haemorrhage. If the patient has numerous small 
myomas, it may be impossible to remove them and reconstruct the uterus in a way that will support 
pregnancy. Excision of very large leiomyomata that constitute the entire anterior or posterior wall 
of the uterus may leave defects so large that closure is prohibited. In addition, if adenomyosis is 


365 


EMQ ANSWERS — EMQ GYNAECOLOGY: PAPER IV 


present, it is not amenable to resection and cannot be treated by myomectomy. (Heavy Menstrual 
Bleeding: Assessment and Management. NICE Guideline CG88, Published: 14 March 2018) 


42. I Laparotomy and repair 


The best option is laparotomy and repair. Although this could be done laparoscopically if the exper- 
tise exists, a thorough inspection will be difficult as the injury has been caused by laser and may 
have penetrated deeper than thought. There is no need for a colostomy as the injury is to the small 
bowel. Following surgery, she will have to be nil by mouth, but this is not the most appropriate man- 
agement option. (Laparoscopic Injuries. The Royal College of Obstetricians and Gynaecologists 
Green-top Guideline No. 40, 1 May 2008 — being revised by Joint BSGE and RCOG) 


43. N Nil by mouth for 48 h 


The best approach is to be cautious and in this case nil by mouth for 48 h is all that is required. If 
the injury is more than the serosa, she will develop symptoms. Proceeding to repair and colostomy 
is not an appropriate option. If one of the options was repair alone, it may be considered. 


44. H Indwelling catheter for 7-10 days and antibiotics 


The crush injury to the bladder will eventually result in a fistula formation if the bladder is 
not rested. There is no need to repair it as you will have to resect the crushed area. The best option 
to ensure that no infection is commencing antibiotics while resting the bladder for 10 days. (Minas 
Vetal. Urinary tract injuries in laparoscopic gynaecological surgery; prevention, recognition and 
management. The Obstetrician & Gynaecologist 2014; 16: 19-28) 


45. K Overactive bladder 


The symptoms of an overactive bladder (most of which this woman has) include urgency, urge incon- 
tinence, increased urinary frequency, nocturia and small voided volumes. (Urinary Incontinence 
and Pelvic Organ Prolapse in Women: Management Prolapse in Women: Management. NICE 
Guideline, Published: 2 April 2019) 


46. A Bladder calculus 


A bladder calculus or stone will be present with suprapubic pain which may be colicky in nature, 
with an increased frequency of micturition and microscopic haematuria. The presence of the stone 
increases the risk of urinary tract infections and therefore the patients may be present with superim- 
posed features of lower urinary tract infections. (Urinary Incontinence and Pelvic Organ Prolapse in 
Women: Management Prolapse in Women: Management. NICE Guideline, Published: 2 April 2019) 


47. C Bladder outlet obstruction 


The symptoms of bladder outlet obstruction may vary, but can include abdominal pain, continu- 
ous feeling of a full bladder, frequent of micturition, pain during urination (dysuria), problems 
initiating voiding, a feeling of incompletely emptying the bladder, urinary hesitancy, slow, uneven 
urine flow and in some cases inability to void. Straining to urinate and urinary tract infections 
may be associated to complications. (Urinary Incontinence and Pelvic Organ Prolapse in Women: 
Management Prolapse in Women: Management. NICE Guideline, Published: 2 April 2019) 


48. N Wide local excision 


Vulval carcinoma with the lesion less than 2 cm in diameter and confined to the vulva or 
perineum, with stromal invasion less than or equal to 1.0 mm (FIGO stage Ia), can be man- 
aged by wide local excision only, without groin node dissection. This is because the risk of 
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lymph node metastases is negligible. (Guidelines for the Diagnosis and Management of Vulval 
Carcinoma. British Gynaecological Cancer Society and The Royal College of Obstetricians and 
Gynaecologists, London, May 2014) 


49. P Wide local excision with ipsilateral lymph node dissection 


Vulval carcinoma with the lesion less than 2 cm in diameter and confined to the vulva or perineum, 
with stromal invasion less than or equal to 1.0 mm (FIGO stage Ia), can be managed by wide local 
excision only, without groin node dissection. This is because the risk of lymph node metastases 
is negligible. Dissection of the groin nodes (unilateral or bilateral) should be performed when the 
depth of invasion is greater than 1 mm (FIGO stage Ib or worse) or the maximum diameter of the 
tumour is greater than 2 cm. This surgery can often be undertaken through separate groin and 
vulval incisions (triple incision technique) to reduce morbidity. The incidence of skin bridge recur- 
rence in early-stage disease is very low. Published evidence suggests that unifocal tumours of less 
than 4 cm maximum dimension might safely be managed by excision of the sentinel lymph nodes 
identified in either groin. Appropriate use of the sentinel node technique is covered in the follow- 
ing section on groin node dissection. (Guidelines for the Diagnosis and Management of Vulval 
Carcinoma. British Gynaecological Cancer Society and The Royal College of Obstetricians and 
Gynaecologists, London, May 2014) 


50. D No additional treatment required 


Adjuvant radiotherapy should be considered when either groin has two or more lymph nodes 
involved with microscopic metastatic disease or there is complete replacement and/or extracap- 
sular spread in any node. There is no evidence to show whether adjuvant radiotherapy should be 
given to both sides or to the involved side only. Treatment should be provided to the groins and 
the pelvic nodes. (Guidelines for the Diagnosis and Management of Vulval Carcinoma. British 
Gynaecological Cancer Society and The Royal College of Obstetricians and Gynaecologists, 
London, May 2014) 
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Staphylococcus aureus toxic shock syndrome, 
172, 306 
STI (sexually transmitted infection), 163 
streptococcal, 332 
infections, 324 
toxic shock syndrome, 172, 306 
stress urinary incontinence (SUI), 75, 145 
submucous fibroids, 84, 152 
subtotal hysterectomy, 61, 134 
syntocinon, 157, 301, 313 
syphilis, 259, 343 
systemic methotrexate, 83, 151 


T 


tamoxifen, 32, 111 

T*cardiac MRI, 219, 325 

tension-free transvaginal tape (TVT), 297, 365 
tension pneumothorax, 190, 314 

test blood group/antibodies, 18, 41, 99, 119 
testosterone, 247, 337 

tetracycline doxycycline, 27, 104 
thalassaemia, 35, 46, 114, 122 

thermal (diathermy), 78, 148 

thrombolytic therapy, 227, 328 
thromboprophylaxis, 34, 39, 113, 117 
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thyroid function tests, 44, 121 
TOA (tubo-ovarian abscess), 62, 135 
tolterodine, 256, 341 
tone disorders, 18, 99 
tonic-clonic seizures, 171, 305-306 
total hysterectomy and bilateral 
salpingo-oophorectomy, 53, 128 

toxic effects, 331 
toxic shock syndrome, 172, 306 
Toxoplasma gondii, 222, 326 
toxoplasmosis, 241, 334 
trachelectomy, 63-64, 136 
tranexamic acid, 212, 248, 322, 337 
transabdominal cerclage, 22—23, 103 
transvaginal ultrasound 

assessment, 225, 327 

scan, 72, 142 

UD, 80, 149 
trisomy 21 test, 45, 122 
tubal function, alteration, 68, 140 
tubal occlusion, 70, 141 
tubo-ovarian abscess (TOA), 62, 135 
TVT (tension-free transvaginal tape), 297, 365 
twin pregnancies, percentage of, 26, 106 


twin-to-twin transfusion syndrome (TTTS), 15, 30, 


96-97, 109, 231-232, 329-330 
Quintero stage I, 312 


U 


UD (urethral diverticulum), 80, 149 

UDP (unintentional dural puncture), 109 

UL, see urinary incontinence (UI) 

UK Medical Eligibility Criteria (UKMEQ), 50, 70, 
125-126, 141 

ulcerative colitis (UO), 21 

ulipristal acetate (UPA), 64, 84, 136, 152 


ulipristal acetate emergency contraception (UPA-EC), 


284, 295, 357-358, 364 
ultrasound scan (USS) 
breast lump, 17, 98 
examination scan, 306 
umbilical artery Doppler, 178, 308 
uncontrolled tonic-clonic seizures, 
epilepsy, 11, 93 
unexplained infertility, 69, 140 
unilateral artery-vein anastomoses, 15, 96 
unintentional dural puncture (UDP), 109 


unprotected sexual intercourse (UPSI), 58, 87, 132, 


155-156, 250, 284, 338, 358 
unscheduled bleeding, 264, 292-293, 346, 363 


INDEX 


UPA, see ulipristal acetate (UPA) 

UPA-EC, see ulipristal acetate emergency 
contraception (UPA-EC) 

UPSI, see unprotected sexual intercourse (UPSI) 

Ureaplasma, urine culture for, 336 

urethral diverticulum (UD), 80, 149 

urinary incontinence (UI), 57, 75, 77, 131, 
145, 147 

urinary tract, septic shock, 12, 94 

urine culture, AFB, 54, 129 

urodynamics, 61, 134, 336 

urogenital atrophy, 131 

USS, see ultrasound scan (USS) 

uterine artery embolization, 78, 147, 297, 365 

uterine sarcomas, 58, 132 


V 


vaginal birth after CS (VBAQ), 35-36, 114 
vaginal delivery, 236, 332-333 
vaginal progesterone, 46, 122, 159, 301-302 
vaginal vault prolapse, 83, 152 
varicella zoster immunoglobulin (VZIG), 333 
varicella zoster virus immunoglobulin (VZVIG), 
217, 324 
vasa praevia type Il, 215, 323 
vasectomy, 64, 136 
vasomotor symptoms, 76, 146 
HRT, 57, 131 
vasopressors, 237, 332 
VBAC (vaginal birth after CS), 35-36, 114 


venous thromboembolism (VTE), 39, 117, 
206-207, 320 

ventilation/perfusion (V/Q) scan, 160, 302 

video urodynamics, UD, 80, 149 

vitamin K, 168, 304 

von Willebrand disease (VWD), 213, 323 

VTE, see venous thromboembolism (VTE) 

vulval carcinoma, 282, 300, 356, 366-367 

vulval intraepithelial neoplasia (VIN), 340 

vulval itching, 62, 134 

VZIG (varicella zoster immunoglobulin), 333 

VZ immunity/non-immunity, 333 

VZVIG (varicella zoster virus immunoglobulin), 
217, 324 

VZV immunoglobulin G (IgG), serum screening, 
11, 93 


W 


waist circumference, 82, 150 
warfarin, 39, 117, 162, 302-303 
water content reduction, aldosterone, 22, 102 
wide local excision, 282, 300, 356, 366 
Wrigley’s forceps, 236, 332 

delivery, 203, 319 


Z 


zero degree endoscopy, 80, 149 
zidovudine, 209, 321 
monotherapy, 45, 122 
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